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FLUORINE AND DENTAL CARIES. 


By A. B. P. Amies, C.M.G., D.D.Se. (Melbourne), F.R.C.S. 
(Edinburgh), F.R.A.C.S., F.D.S., R.C.S. (Edinburgh and 
England), 


AND 
P. Prncus,! D.D.Se. (Melbourne), Ph.D. (London), 
F.D.S., R.C.S. (England), 
Dental School, University of Melbourne. 


THERE is little doubt that young children, who from birth 
have lived continually in certain parts of the United States 
of America where the natural water supply contains 
approximately one part per million of fluorine, show less 
caries than comparable children in areas where the 
drinking water contains no fluorine. 

Dental caries is so widely spread in most communities 
that, despite the gaps in knowledge, there is considerable 
pressure, from lay and professional sources, for the intro- 
duction of artificial fluoridation of water supplies as a 
earies prevention measure. 

In a recent article in this journal, N. E. Goldsworthy 
(1953), when discussing artificial fluoridation of water for 
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the partial control of dental caries, referred to the 
“apparent lack of interest among medical and dental circles 
in Australia in these preventive measures”. This author 
also stated that the alleged disadvantages of artificial 
fluoridation had no substantial factual support. The latter 
statement implies that there are alleged disadvantages in 
the artificial fluoridation of water, and, under the circum- 
stances, it is perhaps pertinent to discuss some of them and 
to inquire into their bona fides. Such a discussion may 
resolve doubts in the minds of some members of the 
medical and dental professions in Australia as to the 
advisability or otherwise of artificial fluoridation. Research 
reports now emanating from the United States of America 
express a considerable amount of caution concerning the 
acceptance of certain overall claims made for the fluorida- 
tion of domestic water supplies (Robinson, 1952; Ad Hoc 
Committee, 1951). 


The picture is made all the more confusing by the results 
of Dr. Robert Weaver’s investigations in North and South 
Shields, England (Weaver, 1948). Whereas the United 
States of America experiments have extended over only 
about five years, Weaver’s experiments have extended over 
a considerably longer period, and consequently are a whole 
stage ahead of the American experiments. Admittedly his 
work concerns fluorine occurring naturally in the drinking 
water and not artificially medicated water; however, his 
later results suggest the advisability of a certain degree of 
reserve in accepting claims of long-range beneficial effects. 
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He demonstrated that the caries incidence in twelve-year- 
old children who consumed drinking water containing 
natural fluorides was less than that in control groups; but 
a survey of fifteen-year-old children indicated an equal 
caries incidence in both groups. This merely demonstrated 
a three-year lag period. 


Water and certain articles of diet contain fluorine, 
though recent studies of fluorine content of some foods in 
common use have shown that much remains to be deter- 
mined. Further, while the amount of fluorine in water 
and in some foods has been investigated, the state of the 
fluorine present (inorganic and organic combination et 
cetera) has received relatively little consideration. 


Under normal conditions of living the element fluorine 
is present in the human diet in traces. It is a potent 
substance biologically, and it should be remembered that 
the fluorine content of basic articles of diet and water 
varies within fairly wide limits; the average diet in the 
United States of America contains 0-2 to 0-3 milligramme 
per day (McClure, 1951). Food habits also vary from 
country to country and from city to city. As between 
countries, tea in Australia and New Zealand takes the 
place of coffee in the United States of America. It is well 
known that ordinary infusions of black tea contain a 
considerable amount of fluorine (Harrison, 1949). 


Biochemical Considerations. 


About 1805, fluorine and other elements were shown to 
be present in the hard tissues of the teeth (Morichini, 
1805). Since then the list of elements has been greatly 
extended, some varying in concentration to an extent that 
may indicate a physiological significance—for example, 
magnésium—of which the concentration present in teeth 
varies up to 40% (Bowes and Murray, 1936). In 1938, 
W. D. Armstrong and P. J. Brekhus suggested that enamel 
from sound teeth might contain more fluoride than enamel 
from some carious teeth, and that fluorine might be 
associated with a decrease in caries incidence. However, 
F. J. McClure (1948) repeated and extended this work, but 
found that there was no significant difference in the 
fluorine content of sound and carious teeth. 


In many cities in the United States of America the first 
trial period of artificial fluoridation of approximately five 
years is nearing completion, and so far it has not been 
found that in temperate climates the consumption of 
medicated drinking water containing up to one part per 
million of fluorine has any harmful systemic effect. How- 
ever, in semi-tropical areas where much more water is 
consumed, the cumulative effect of fluorine retention in the 
skeleton may be a possible danger. The importance of 
guarding the public health against the dangers of toxic 
fluorosis and its concomitant disabilities was stressed in 
“Annotations” in three issues of the British Medical 
Journal in 1939. “The facts related show that fluorides are 
capable of being a menace to health, and it is remarkable 
that the possibility of/small quantities of fluoride causing 
chronic poisoning should only have been recognized so 
recently.” 

That fluorine can accumulate in the skeleton is well 
known, and it has been shown by G. E. Glock, F. Lowater 
and Margaret M. Murray (1941) that there is a general 
rise in the fluorine content of human bones with age, 
observations having been made chemically and _ spectro- 
graphically. It has also been demonstrated that fluorine 
can accumulate in enamel and dentine (McClure and 
Likins, 1951). 

Much work has been done on the safety margin of 
fluorine in potable waters, but most of it has necessarily 
applied to naturally occurring fluorine (Reid and Martin, 
1946; Clements, 1937; Dean, 1943). There has not yet 
elapsed a sufficient period of time to allow estimation of a 
possible cumulative toxic effect following artificial fluorida- 
tion. A search of current literature reveals that the exact 
chemical form in which fluoride exists after being intro- 
duced into drinking water has not yet been determined. 
Its ionic concentration and dissociation may not be that of 
fluorine occurring naturally in water; if such is the case, 





its assimilability into the system may be of quite a different 
order. Goldsworthy (1953) states that there is no worth- 
while evidence of the immediate or remote appearance of 
toxic manifestations, except (in a minority of subjects) a 
negligible amount of mottled enamel; but we are of the 
opinion that his statement may be subject to future modifi- 
cation. As-has already been indicated, sufficient time has 
not yet elapsed in the United States of America experi- 
ments for a precise answer to be given to this critical 
question. 


Reference has already been made to the differing food 
habits in various countries, and to the fact that the con- 
sumption of tea in Australia and New Zealand is on a scale 
comparable to coffee consumption in the United States of 
America. Household infusions of tea contain fluorine, and 
one must consider the probable intake of fluorine by the 
average tea drinker, whether adult or child. Tests carried 
out in Dunedin, New Zealand, supply an interesting study 
in this regard. The municipal water supply of the city 
contains 0-05 part per million of fluorine. From ordinary 
infusions of tea (without milk) made with this water, it 
was calculated that tea could contribute from 0-45 to 0-93 
milligramme of fluorine per day when the ration allowance 
was 8-1 grammes per day (Harrison, 1949). This would 
indicate that the average tea-drinking person can obtain 
approximately one milligramme of fluorine per day from 
tea. This amount has been suggested as the optimal intake 
of fluorine for its caries-preventive effects, without the 
production of mottling of the enamel (Dean, 1943; Ockerse, 
1941; Weaver, 1944). Another point worthy of note is that 
whereas mottling of enamel does not usually occur unless 
the fluorine content is more than one part per million, 
there have been a number of instances in which mottling 
occurred where the fluorine was in considerably less than 
this concentration. A possible explanation could have been 
that fluorine was added in articles of diet as well as in the 
water. 


It can be seen, therefore, that a person who is a heavy 
consumer of tea without milk cannot afford to take in more 
fluorine than that already provided by the tea, without 
exceeding the suggested optimum. It must be admitted 
that the addition of milk to tea allows the formation of a 
certain amount of calcium fluoride, and this is usually 
eliminated in the feces. However, the large proportion of 
drinkers of black tea in the community cannot be ignored 
when fluorine intake is being considered. 


Fluorine balance studies indicate that the human body 
eliminates the majority of food-borne and water-borne 
fluorine when the quantities ingested do not exceed 4-0 to 
5-0 milligrammes of fluorine daily; but the daily ingestion 
of 6-0 milligrammes leads to demonstrable storage (Ad 
Hoc Committee, 1951). Fluorine combines with metals in 
various forms; but one fluoride cannot be taken as a 
common type exemplifying general characteristics of the 
fluoride group. This has been proved clinically by B. G. 
Bibby (1947) and by D. J. Galagan and J. W. Knutson 
(1947) in their studies on lead fluoride and tin fluoride. It 
was found that solutions of these two substances proved 
in vitro to be more effective than sodium fluoride in 
lowering the solubility of tooth enamel. However, tests 
showed that clinical use of topically applied lead fluoride 
did not decrease the incidence of caries more than sodium 
fluoride. 


Although the actual role played by fluorine in the 
prevention of caries is obscure, and even though the 
etiology of the disease is unsettled, it has been assumed 
that if one part per million of fluorine is added to ordinary 
drinking water, this would then be identical chemically 
and therapeutically with water in which fluorine occurs 
naturally at the same concentration. This assumption 
rests on unproved chemical foundations. 


The modus operandi of artificial fluoridation is to add 
sodium fluoride to the drinking water at an appropriate 
site between the reservoirs and the mains. Other chemicals 
such as hydrofluoric acid, sodium silico-fluoride and sodium 
phospho-fluoride also have been tested for this purpose 
(Zipkin and McClure, 1951). Fluoride is known to be an 
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enzyme inhibitor, and it is also known to exert bactericidal 
and bacteriostatic effects. It has been suggested that 
fluorine may exert its limited caries prevention effect by 
inhibition of bacterial growth in the water of reservoirs 
which are used for domestic supplies (Pincus, 1949). 


Socio-Economic Aspects. 


This discussion is restricted to some effects of artificial 
fluoridation of water in relation to dental caries, and omits 
reference to the topical application of fluoride solutions to 
teeth. No consideration is given to the possible effects 
of fluorine in food processing, baking, brewing and 
pharmacy. Any safe method which even temporarily 
decreases the caries rate in young children is of outstand- 
ing importance in preventive dentistry and will materially 
improve the public health. 


While it appears that artificial fluoridation offers possi- 
bilities for the partial control of dental caries in young 
children, it must be remembered that it is not a complete 
preventive measure, and the public must not be lulled into 
a state of false security. Adequate dental treatment and 
oral hygiene will continue to be essential. There is 
frequently loose talk about what is called prevention in 
medicine and dentistry, when what is really meant is post- 
ponement. For example, in preventing measles in contact 
patients, all that is effected by the use of convalescent 
serum is to postpone the attack until an age when the 
child is more resistant to the disease. The crucial point is 
how dental caries can be postponed for a worthwhile 
period, and the definition of “worthwhile period” must be 
in terms of the socio-economics of the country and com- 
munity concerned. It remains to be determined by each 
city contemplating the installation of fluoridation technique 
what are the limits of the benefits that may be expected, 
what are the potential liabilities, and what will be the 
real measure of public appreciation and cooperation. 


The Assessment of the Incidence of Dental Caries. 


Difficulties affecting examination of teeth for the 
presence of caries have been summed up by Ast (1943), 
who states that examinations should be made by the same 
dentist because of the great variation in diagnosis of smail 
carious lesions in pits and fissures by different dentists. 
Few such examinations could exceed the scope and atten- 
tion to detail of the dental survey carried out in 1933-1934 
in the United States of America (Dental Survey of School 
Children, 1936). Over 1,400,000 children were examined 
by 8000 practising dentists, and the report stated that 
“the tabulations are merely a summary of oral observations 

. hecessarily influenced by personal opinion and by the 
conditions under which the examination was made”. Very 
early lesions in pits and fissures may be missed by one 
dentist and found by another, their discovery depending 
on the technique and the skilled experience displayed in 
the examination; thus the difficulty of making comparable 
observations as a basis for statistical evaluation will be 
clearly seen. Goldsworthy (1953) has rightly pointed out 
that if it were determined to institute artificial fluoridation 
in Australia, it would be a matter of great regret if the 
present incidence of caries was not first determined. This 
would entail a considerable amount of expensive field work, 
but it would undoubtedly give results of fundamental 
importance in relation to public health. Statistics con- 
cerning the occurrence of caries rely on clinical examina- 
tions, sometimes supplemented by radiographs. However, 
as has previously been mentioned, it is often a matter of 
considerable difficulty to determine precisely whether a 
tooth has been attacked by caries, and the very early 
earious lesion frequently may be unrecognized. This fact 
cannot be ignored when figures based on clinical examina- 
tions are used to support a claim for the reduction in the 
earies rate after artificial fluoridation of domestic water 
supplies. 

It is remarkable how a comparatively brief caries 
delaying action may, on figures given, indicate an apparent 


reduction of caries incidence after artificial fluoridation. - 


Take, for example, the hypothetical case shown in Table I. 
Here the incidence in the “fluoride” group is little more 


than half the incidence in the control group, but the only 
effect of the fluoride has been to delay the appearance of 
caries by two years. 

In order to obviate some of the difficulties and inexacti- 
tudes associated with clinical dental examinations, we are 
endeavouring to formulate a plan which will be reasonably 
economical and which will adequately meet statistical 
needs. It is hoped that this will be the subject for a future 
paper. 


TABLE I. 
Comparative ‘Incidence of Caries in Control and “fluoride” 
Groups. 


DMF" Teeth. | ‘ | Total. 





! 
In control group (average) ae ee | 4 28 
In “fluoride” group (average) 10; 0} | 5] 15 
| | | 








1 DMF teeth = decayed, missing and filled teeth. 


Summary. 


1. Any safe method which even temporarily decreases 
the caries rate in young children is of outstanding impor- 
tance in preventive dentistry and will materially improve 
the public health. 


2. Some socio-economic aspects of artificial fluoridation 
are discussed. 


3. Current investigations in the United States of America 
have demonstrated a temporary partial control of dental 
caries in young children by the artificial fluoridation of 
municipal water supplies. Nothing more than this can be 
claimed at present. Adequate dental treatment and oral 
hygiene continue to be essential. 


4. The experiments in the United States of America have 
so far provided a limited clinical experience as regards 
long-range effects. 


5. Results of investigations in England based on areas 
where fluorides occur naturally in water have shown that 
the caries incidence in children merely shows a lag of a 
few years before equalling that in control children. 


6. Fluorine is a powerful inhibitor of enzymes and a 
bactericidal agent for some bacteria. 


7. The actual chemical form in which sodium fluoride 
exists after addition to municipal water supplies has not 
been determined; its physiological assimilability may be of 
a different order from that of fluorine occurring naturally 
in water. 

8. The cumulative storage of fluorine in the skeleton and 
the serious effects of toxic fluorosis have been noted in 
recent years. 

*9. The daily drinking of average quantities of black tea 
can supply all or more fluorine than that suggested as the 
caries-preventing optimum. 

10. The difficulty of statistically assessing the caries 
incidence in young children is discussed. 
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INFLUENZA IN VICTORIA, 1950 AND 1951. 





By S. G. ANDERSON, MARGARET DONNELLEY, E. L. FRENCH, 
S. L. Katra! and J. WHITE. 
From the Department of Experimental Medicine, 
University of Melbourne, The Walter and Eliza 
Hall Institute of Medical Research, and The 
Fairfield Hospital, Melbourne. 





BETWEEN 1935 and 1950 the history of influenza A in 
Victoria was consistent with the two to three year cycle 
suggested by the Commission on Acute Respiratory 
Diseases (1946) for the disease in the northern hemisphere. 


The first Australian virus was isolated by Burnet 
(1935) in the State of Victoria during 1935. It was desig- 
nated MEL. During June and July, 1939, there was a 
widespread outbreak of type A influenza in Victoria 
(Burnet and Lush, 1940), followed fourteen months later 
by limited local outbreaks of respiratory disease which 
were probably type A influenza (Rudd, 1941; Burnet and 
Foley, 1941). It appears that the disease did not spread 
extensively in 1940, and indeed it was not recorded again 
in the State until the large epidemic of May, 1942 (Burnet, 
Beveridge, Bull and Clark, 1942). Despite an extensive 
search in the following year, only eight sporadic cases 
were detected in the State (Beveridge and Williams, 1944). 
All the strains isolated from patients in the outbreaks 
between 1935 and 1943 were more or less closely related to 
MEL, but in September, 1945, a hitherto undescribed 
strain appeared in Victoria. It was designated MIL A. This 
was the first representative of the group subsequently 
described as A prime by American workers. There were 
only occasional cases of type A infection in 1945, during 
a type B epidemic (Burnet, Stone and Anderson, 1946), and 
it was not until seven months later, in May and June, 
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1946, that’ the new type A strain had spread in epidemic 


form; at this time strain CAM was isolated (Anderson 
and Burnet, 1947). Two years later, in May, 1948, there 
were localized outbreaks of type A influenza (Anderson, 
1948). No case was seen in 1949. 

The present paper describes two epidemics of influenza 
A in Victoria. The first, in 1950, was the first large out- 
break since 1946. In 1951, just twelve months later, 
Melbourne again experienced a sharp outbreak of type A 
influenza. 

During 1950, particular attention was paid to the disease 
in young children; some evidence was obtained that 
antibody production to influenza A was deficient in the 
youngest age groups. 


Methods. 


Technical procedures did not differ greatly from those 
described in earlier papers from these laboratories. Isola- 
tion of virus was attempted by inoculation of the amniotic 
cavity of the thirteen-day chick embryo (Beveridge and 
Burnet, 1946) in the presence of antibiotics. Influenza 
hemagglutinin was determined by the pattern test, chick 
red cells being used. Complement fixation tests followed 
the technique of Donnelley (1951). In-ovo neutralization 
was determined in the allantoic cavity of eleven-day chick 
embryos, both 10 and 100 ID,, of virus per egg being used;! 
the virus was mixed with an equal volume of undiluted 
serum previously heated at 56° C. for thirty minutes. 


The Epidemic in 1950. 
Among Adults and Adolescents. 

Clinical influenza was reported throughout south-eastern 
Australia and in Queensland. In Melbourne the disease 
was studied in detail among two communities—the nursing 
staff of a large hospital and the boarders at a large 
secondary school for boys. Together these communities 
provided 60 clinical cases for laboratory study between 
July 3 and August 31. On 34 occasions influenza A virus 
was isolated. Of 48 paired sera, 39 demonstrated the 
development of complement fixing or. hemagglutinin 
inhibiting antibody or both. 

From other parts of Victoria, serum was obtained from 
healthy adults, irrespective of a previous or recent history 
of respiratory disease. These samples of serum were 
collected between September 22 and November 26, through 
the kind cooperation of the Victorian Division, Australian 
Red Cross Blood Transfusion Service. From 18 civilian 
centres 661 sera were tested for complement-fixing antibody 
to type A influenza: 110 (16:6%) gave positive results, 
with titres between 1:10 and 1:240. From four military 
establishments 259 sera were tested, 104 (40:'2%) giving 
positive results. These findings confirm the belief that 
influenza <A infection had recently been widespread 
throughout Victoria. 


Among One Large Group of Children. 

The first case of influenza seen in Melbourne in 1950 was 
recognized in a member of the staff of a large orphanage 
near the city. The orphanage has been described by 
Meehan and Merrillees (1940) in another connexion; it 
eared for 240 children under the age of three years. 


In the first instance attention was directed to a group of 
seven sick children aged between twenty-one and thirty-six 
months. From each of six throat swabs taken between 
May 10 and May 14, type A influenza virus was isolated. 
Attempts to isolate virus from the seventh child were 
unsuccessful. The antibody responses of the six patients 
are set out in Table I. The development of antihemagglu- 
tinin was as expected, but the response in terms of com- 
plement-fixing antibody was of a low order or was absent 
altogether. In-ovo neutralization tests confirmed the 
antihemagglutinin findings. 

By May 15 the outbreak was spreading widely within the 
orphanage; it appeared to represent a single epidemic 
episode. Lack of research personnel made it necessary to 


‘limit the number of patients studied, and on this date the 





1IDso = 50% infection dose. 
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decision was made to restrict the subsequent study to the 
disease as it occurred in children under the age of eighteen 
months. 

Attention was therefore confined to one nursery of 22 
children aged between six and eighteen months. Between 
May 15 and June 8, 18 of the babies in this nursery con- 
tracted clinical influenza and several developed transient 


radiological opaque areas in the lung fields.1 Attempts to 
isolate virus from these 18 children were successful in only 
three instances. One of the viruses isolated was designated 
CHO (A/Melbourne/1/50). The three viruses were isolated 
in the first egg passage, inoculated with supernatant fluid 
from throat swabs. The viruses as isolated were in the 
“QO” phase (Burnet and Stone, 1945). Throughout this 
study, the possibility of laboratory contamination had been 
appreciated. We believe adequate precautions were taken 
to eliminate this possibility. 


TABLE I. 


Laboratory Findings in Relation to Siz Children Aged Between Twenty-one and 
Thirty-six Months, with Clinical Influenza, from Whom Virus ' was Tsolated. 




















Antibody Titres of Acute and Six Weeks Convalescent 
Serum.' 
Age in 
Months. 
Complement 
Antihemaggiutinin | Fixin Antibody, In-ovo Neutralizing 
to CHO Type | Index 
| 
21 <10— 50 <10-> 100 
23 <10- 80 _—|(Test = <10->100 
24 <10-60 | <5- | $10->100 
31 <10- 30 | <5-7°5 <10->100 
35 <10-100 <5-<5 <10->100 
36 <10- 30 <5-13 <10->100 





1 The serum was heated at 56° C. for thirty minutes before being tested. 


Serological studies on this group of babies were of great 
interest. The findings in the three patients from each of 
whom virus was isolated are given in Table II. In no case 
was complement-fixing, antihemagglutinin or neutralizing 
antibody detected in the serum during immediate con- 
valescence from the disease. In one instance (Case X, 
‘Table II), antibody of each type appeared between thirty- 
seven and seventy-two days after the onset of influenza, at 
a time when the child was aged over sixteen months. Of 
the other 15 children in the nursery who had suffered from 
clinical influenza, none developed complement fixing or 
antihemagglutinin. antibody during the seventy-five days 
following their illness. This absence of antibody was 
confirmed in four of the 15 cases by a neutralization test 
in eggs. 

Since the outbreak amongst this group was clinically 
and epidemiologically homogeneous, we feel justified in 
assuming that all patients were infected by the current 
influenza virus. 





1 Radiological work in this investigation was undertaken by 
the Victorian State Tuberculosis Bureau, through the kind 





In view of the lack of circulating antibody following a 
presumed viral infection, it seemed desirable to determine 
that there was no persisting influenzal infection in the 
nursery. 

On July 26, throat swabs were taken from 18 of the 
children in the nursery, and again on August 2 and August 
8 from 18 children, and examined for influenza virus. The 
other four children had left the nursery. No virus was 
isolated, nor was there any respiratory illness in the 
children during the three months following the epidemic 
of influenza. 

The most reasonable conclusion seems to be that antibody 
production to type A influenza was considerably delayed or 
absent in these children under the age of eighteen months. 
Between the ages of twenty-one and thirty-six months, 
while antihemagglutinin and neutralizing antibody were 
produced promptly, complement-fixing antibody was scarce 
or absent in the six patients studied adequately. 


A serological comparison was made of a number of the 
type A strains isolated, by the use of ferret serum prepared 
against CHO (Table III). The first three strains were 
isolated from patients at the boys’ school, the next five 
from the orphanage. There appears no gross difference 
between the eight strains, nor between them and CAM, the 
representative of the 1945-1946 cases. Fine differences 
certainly exist (Table IV); certain of these differences 
have also been commented on by Isaacs et alii (1952), who 
find that CHO (A/Melbourne/1/50) is of Liverpool subtype, 
while PHI (A/Melbourne/2/50) is of Scandinavian subtype 
as judged by antihemagglutinin tests with immune ferret 
sera. 


The Epidemic in 1951. 


The first patient with proven influenza A in 1951 was 
examined on July 9, and between then and November 7 
there was a widespread outbreak of clinical influenza in 
Melbourne. Altogether 39 attempts at isolation of virus 
were made; 14 strains of type A and two strains of type B 
were recovered, the latter during the period from Sep- 
tember 9 to October 13. Sixty-six pairs of sera were 
examined from adults and adolescents; 42 developed 
antibody to type A only, five to type B only, and three to 
both type A and type B, and 16 developed no antibody 
detectable either by hemagglutinin inhibition or by com- 
plement-fixation tests. 


The very close relationship of the 1951 A strains repre- 
sented by SIM to the 1950 strain CHO, and the relation 
between these two and the strain CAM can be seen in 
Table IV. The figures in this table were obtained with 
sera previously treated with RDE and heat (Isaacs and 
Bozzo, 1951; Murphy, 1952; White, 1953). Similarly the 
1951 type B strain, SOF, is compared with earlier B strains 
in Table V. The human serum in this table shows no 
distinction between MIL B and SOF, but the ferret sera 
bring out a small serological difference between the two 
strains. 


The cases studied in 1951 were drawn from two com- 











ration of Dr. E. V. Ke . L. A 3 " s “ 
were sends he Mrs. tigtdon aad TOU ag ay ~ ia _ munities, one of which was also studied in 1950. It was, 
TABLE II. 
Details of Three Children from Each of Whom Type A Infiuenza Virus was Isolated. 
Complement Fixing Titres 
Date of Onset Days After Onset Antihemagglutinin | | of Serum Against 5 
Case Number. e in Months, of Influenza, when Serum was Titres of Serum | REN Kon BY Neutralization Index 
y 15, 1950. 1950. Taken. Against CHO. | of Serum Against 
MEL (A). LEE (B). | CHO. 
| | 
| 
vill uu May 15 2 <10 <10 
30 <10 <10 
74 <10 <10 
104 <10 (Not tested) 
Ix 11 May 15 a <10 <10 
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in fact, the nursing staff of a large Melbourne hospital. Of 
the 29 members of this staff who reported sick with 
influenza in 1951, none remembered contracting clinical 
influenza in 1950, nor was any of them recorded as having 
reported the disease during 1950. Since the reporting of 
illness in this group is mandatory, we are inclined to 
accept this finding as being correct and representative of 
the situation in Melbourne in 1951. 


TABLE III. 














Anti-Hoemagglutinin Titres of Na dee Post-Inoculation Serum Samples* 
Two Ferrets Inoculated with Strains CHO (A/Melbourne/1/50) and so 
ecnmrcommratear-* Preinoculation was Saamenee in 
Consistently had a Titre Less than 1 
Ferret Ferret 
Influenza Strain.* Inoculated Inoculated 
with CHO with PHI 
Virus. Virus. 
1. PHI (1950) 4 160 320 
2. WHI (1950) 1500 200 
3. McA (1950) 800 280 
4. CHO (1950) 1500 240 
5. MIG 1950) 1800 $20 
6. CON (1950 1800 240 
7. WEE (1950) 2560 120 
8 DAL (1950) 60 140 
9. CAM (1945) 320 80 
10. MEL 1935) 10 <10 
ll. WSE (1933) <10 <10 
12. SW (1928) <10 <10 











—, oe _ wee and heat. 
to 3 were isolated from the boys’ school, and viruses 
wenbered. 5 to . pay the babies’ home. 


Discussion. 

There was a widespread epidemic of type A influenza in 
Victoria in 1950. Despite this, there was another sharp and 
widespread outbreak of the same disease twelve months 
later. The strains responsible for the 1951 outbreak were 
very closely related serologically to the 1950 strains. The 
recurrence of epidemic influenza at such a short interval 
has not previously been recorded in Australia, nor, as far 




















as we are aware, in the northern hemisphere. Pickles, 
TABLE IV. 
Serological Examination of Influenza A Virus Strains. 
Antihen- 
— Antihemagglutinin in Ferret Sera* 
Strain of in Prepared Against Virus Strain. 
Virus Hem- Human 
agglutinin “SIM”? 
Sera. SIM cHO. CAM. ws. 
ae 
SIM (1951) <10- 40 |<10~-1200 |<10-1000 | 10- 80 |<10-<10 
CHO (1950) <10- 50 |<10-1000 |<10-1000 | 10-80 |<10- 10 
1 20-1 <10— 160 |<10- 200 10-640 (<10- 15 
WS (1983) 15- 60 |<10- 10 |<10— 10) 10— 20 10-2560 
tient from whom strain 


2 These specimens of serum were obtained from the 
SIM was isolated. They were taken one day and forty days after the onset. 


*Serum treated with RDE and heat (Isaacs and eines, 1951; Murphy, 
1952; White, 1953). 


Burnet and McArthur (1947) have presented statistical 
evidence of the persistence of a measure of immunity in 
communities in Wensleydale four years after an epidemic 
of influenza A. The immunity was not apparent after a 
period of seven years. Our findings in the case of individual 
nurses exposed to two epidemics at an interval of twelve 
months conform with the report from Wensleydale. It is 
likely that in Melbourne in 1951 influenza was confined 
predominantly to those who escaped clinical infection in 
1950. 

The unexpected serological apathy of the babies in 1950 
cannot yet be accepted as being of general application in 
the field of influenza in infancy. For example, Rickard, 
Thigpen and Adams (1945) havé described antibody to 
influenza A as being formed in young children during an 
epidemic, and in another field the production of diphtheria 
antitoxin by young children is well recognized. 


The practical implications of the present findings are 
that serological examination of children between the ages 
of eight and eighteen months may be unreliable as an 
index of type A influenzal infection. In children who were 
between the ages of twenty-one and thirty-six months in 
our series, neutralizing and antihemagglutinin antibody 
appeared immediately after influenza type A infection, but 
the absence of complement-fixing antibody to the soluble 
antigen could not have been taken as evidence that 
influenzal infection had not occurred. 

Our findings suggest that there may be a gradual develop- 
ment of certain immunological mechanisms during the first 
three years of life; but we believe the available facts are 
insufficient to warrant a theoretical interpretation at this 
stage. 


TABLE V. 
Serological Comparison of SOF (1951 Type B) with Standard Type B Strains. 











| Anti-hem- | 
| agglutinin Anti-hemagglutinin in Ferret Sera*® 
| in Human | pared Against Virus Strain. 
Strain of Virus | Serum | es ace ane 
Heemagglutinin. ((‘‘Acute’”’ | : 
| and Three ' | 
| Weeks Con- | 
| valescent) | SOF. MIL B. | ~ LEE. 
| SOF.* | 
| | 
SOF (1951) . | <10- 50 | <10~ 120 | <10- 20 <10-<10 
MIL B* (1945) =10- 80 | <10- 30 <10- 100 <10-<10 
LEE (1939) <10-<10 | <10-<10 | <10-<10 <10— 200 





1 SOF serum obtained from the patient from whom virus SOF was isolated. 
*Serum treated with RDE and heat. 


194 b. B was isolated in Melbourne during 1945 (Burnet, Stone and Anderson, 


Summary. 


Influenza type A occurred in epidemic form in Victoria 
in 1950 and recurred twelve months later, when it was 


associated with a few cases of type B influenza. 


The two A epidemics were caused by viruses which were 
closely related serologically. 


Antibody production to type A influenza was diminished 
or absent in certain young children infected during 1950. 
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A LEAD HAZARD IN THE AVIATION INDUSTRY. 





By F. S. Parte, M.B., B.S., D.P.H., 
Melbourne. 





Leap and its salts have as one of their chief properties 
that of durability and resistance to corrosion. Because of 
this and the malleability of the metallic form of lead, it has 
been widely used from the dawn of history. As progress in 
technological development has been achieved, more and 
more uses have been found for the compounds of this 
metal. 


Development of Leaded Fuels. 

Tetra-ethyl lead, an organic compound, was first pro- 
duced in 1858. In 1924, in Ohio in the United States of 
America, this compound was added to petrol for use in 
automobiles. It was found that by making this addition 
to the fuel, the efficiency of the engine could be consider- 
ably improved. Tetra-ethyl lead was added in the pro- 
portion of one part in 1300 or thereabouts. 


From 1924 onwards, the use of leaded fuel in automobile 
and aircraft engines increased enormously. 


Toxicity of Tetra-Ethyl Lead. 


The dangerous properties of this compound were realized 
early, and in 1924 the first fatal case occurred during the 
manufacture of tetra-ethyl lead. This fatality was due to 
lead poisoning arising from absorption of the metal from 
this compound. 


From 1924 onwards, Kehoe et alii and the United States 
Public Health Service carried out a most intensive investi- 
gation of all aspects of the use of leaded fuel. The portion 
of Kehoe’s investigation most applicable in this case deals 
with the overhaul and testing of automobile engines using 
leaded petrol. 


Kehoe summed up his work as follows: 


In view of the negative evidence obtained in this 
study of persons whose exposure to leaded gasoline and 
its combustion products was magnified to a point well 
above that which is possible in the general population, 
there is no reason to fear the existence of danger to the 
public health from the distribution and use of leaded 
gasoline. 

Cassells and Dodds reaffirmed Kehoe’s view in 1946. 
Their opinion is as follows: 

The possibility of the occurrence of lead poisoning in 
the distribution and allied trades and among the general 
public from the use of leaded petrol, where the concen- 
tration of lead has not exceeded approximately 1 in 1300, 
has been widely investigated and uniformly discounted. 





1 Read at a meeting of the Section of Public Health, Industrial 
Medicine, Tropical Medicine and Aviation Medicine, Aus- 
tralasian Medical Congress (British Medical pene) 
Eighth Session, Melbourne, August 22 to 29, 1952 








In carrying out this investigation, the lead content of 
urine samples from employees working in contact with 
lead deposits was taken as an indication of absorption of 
lead. 

Only one sample was taken in each case and the result 
in milligrammes per litre was corrected according to the 
method of Levine and Fahy. Care was taken when collect- 
ing samples to prevent contamination of the specimen. In 
an investigation such as this, it is difficult to obtain many 
samples for comparison, as the number exposed to risk is 
quite small. For this reason the investigation is still 
proceeding, so that a broader picture may be obtained of 
those at risk. 


TABLE I. 
| Amount of 
Subjects with Lead Lead per || Exposed or Not 
in Urine. Litre. | to Tetra- Bthyl 


| (Milligramme.) | 

| } 
| 

| EB 





| 


201 garage mechanics ae 0-086 posed. 
26 garage mechanics... | 0:077 Not exposed. 
65 medical students =) 0-078 


The upper limit of the normal range for lead in urine 
was taken as 0:08 to 0:15 milligramme per litre. This 
standard is accepted by the American Public Health Asso- 
ciation. Badham, in an investigation of a group of people 
in Sydney not exposed to a lead hazard, considered 0-022 
milligramme per litre the average figure. Shiels in 1936, 
as the result of a study of workers at the Mount Isa lead 
mines, considered 0-21 milligramme per litre to be the 
level at which frank lead poisoning would occur in the 
majority of cases. 








TABLE IT. 
dre ipaicincnsseucenicescdoes panda iisoaontaiigltioce 
Time | Lead in Urine. 
Type of Worker. | Employed on | ( mme 
This Work. | per Litre.) 
| | 
Aircraft cleaner 43 .. | 12 months. | 0-12 
Aircraft engineer ad .. | 30 months. | 0-15 
Aircraft engineer Sx xs 42 months | 0-09 
} 


| 


2 Estimated on one sample. 


All lead analyses in this investigation were carried out 
by the staff of the Defence Research Laboratories. The 
enthusiasm and cooperation shown by them in this work 
were greatly appreciated. The actual estimations were 
made colorimetrically by means of the diphenylthiocarba- 
zone method as recommended by the American Public 
Health Association in its publication “Methods for Deter- 
mining Lead in Air and Biological Material”. 

By making analyses of lead content of deposits on or 
about the aircraft engine, it was possible to trace this 
hazard during the operational life of an engine and its 
subsequent overhaul. Blood counts were not made as 2 
routine measure. 

It is accepted that lead absorption may occur from 
ingestion or inhalation of dust or fumes containing 
appreciable quantities of lead. 


Leaded Fuels in Aviation. 

The aviation industry uses leaded fuel on a vast scale, 
and reference has been made from time to time to hazards 
associated with it. Klier drew attention to the dangers of 
lead intoxication from lead in the exhaust fumes during 
engine testing in a confined space. 

This paper deals with a hazard arising from the 
deposition of lead salts, or metallic lead, on various parts 
of an aircraft engine and adjacent areas of the wing. The 
average aircraft engine is completely dismantled and over- 
hauled after every 700 to 1000 hours of use. During this 
time approximately 45,000 gallons of petrol, containing 
three to five millilitres of tetra-ethy] lead per gallon, woula 
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pass through the-engine. The hazard associated with lead, 
deposited in the form of various salts, may be considered 
in two parts: firstly, during the operational life of the 
engine; secondly, whilst it is being overhauled. Whilst an 
engine is in an. aircraft, the decomposition products of 
tetra-ethyl lead that produce a hazard are deposited either 
on the wing behind the engine or in the exhaust tubes. 
Figure I shows an aircraft cleaner wiping the under- 
surface of a wing of a D.C.4 aircraft. The deposit wiped 
off consists of -approximately 30% lead together with 
carbon and partly combusted oil. This cleaning operation 
is carried out with a cloth dampened in white spirit. The 





Ficure I. 
Cleaning the wing of a DC4 aircraft. 


hazard here lies in the danger of ingesting some of the 
deposit through carelessness in cleaning the hands. In 
most cases aircraft are out of doors when the wing is 
cleaned in this way. It is considered that the danger of 
lead intoxication in this instance is not great. The urine 
of a cleaner employed on this work contained 0-12 milli- 
gramme per litre. 

An engineer cleaning with a wire brush the augmentor 
tubes of an aircraft does this once a week, usually in a 
hangar. m 

A sample of this dust consists of 42% lead, so there 
seems to be a slightly greater hazard here, as the dust is 
drier and the cleaning is performed indoors. However, as 
it is done less frequently than with other types of aircraft 
and the floor of the hangar presents an oily surface which 
holds the dust, it does not appear to be a great danger. 


The urine of two engineers employed on this work 
contained 0-15 and 0-09 milligramme per litre respectively. 


Overhaul of Aircraft Engine. 


In the dismantling and cleaning of aircraft engines prior 
to rebuilding them, a lead hazard arises when lead deposits 
are being removed from various parts of the engine, and 
from lead fumes when portions of the exhaust system are 
being welded. 


The initial stages in the overhaul of an engine are briefly 
as follows: (i) The motor is completely dismantled into 
numerous parts, many of which are covered with oil, 
carbon and lead deposits that have burnt into the metal. 
Valve heads, the tops of pistons, spark plugs, cylinders and 
the exhaust system are so involved. (ii) -The cleaning 
process comprises, first, the “degreasing” of all parts in a 
trichlorethylene tank; then some are hand cleaned with 
white spirit and other parts are cleaned in a carbasol bath. 
(iii) The final process of cleaning consists in removing the 
strongly adherent deposits from engine parts by grain- 
blasting and sand-blasting. The parts so treated and the 
lead content of the deposit are as shown in Table III. 


TABLE III. 





Method of | Lead Content 
Cleani: posit. 





Engine Part. ing. of De 
Head of piston . | Grain blasting. | 60% 
Head of valve . | Sand blasting. | 16% 
Exhaust manifold | Sand blasting. | 76% 
u 





The deposit in most of these cases consist of a mixture 
of oxides and bromides of lead fused together by heat. 


Figure II shows a grain-blasting booth, in which a 
suspension of grain in compressed air (pressure 80 pounds 
to the square inch) is directed at the part to be cleaned. It 
is held in heavy rubber gloves covering the hands of the 
operator, who stands against the booth, varying the position 
of the part to be cleaned as he watches it through a 
window. Where the operator’s hand enters the booth, 





Ficure II. 
Grain-blasting booth. 


rubber seals close around his arm to prevent escape of dust. 
After striking the object to be cleaned, the grain is gravity 
fed into a hopper in the floor of the booth. Fine dust is 
taken away from the roof by an exhaust fan to a collector 
box outside the building. 


Figure III shows a sand-blasting booth, which follows 
the same principles of operation as the grain blaster. 


An operator of a sand-blasting booth, who had been at 
the work for eight months, had a lead content in his urine 
of 0-12 milligramme per litre. 

The hazard in each case arises from handling indis- 
criminately the mixture of sand or grain with their 
deposits when cleaned parts are taken from the booth. 
Unless care is exercised, some grain or sand is scattered 
on the floor. In addition, unless the rubber seals on the 
booth are well maintained, blow backs may occur, as the 
pressure inside the booth is always above atmospheric 
pressure. Some employees are engaged solely in this work. 
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Figure IV shows an employee carrying out repair work 
on a piece of exhaust tube, which has deposit on its interior 
surface, varying in amount with different pieces of tube. 
This work consists of welding small patches over holes in 
the tube, attaching new flanges or brackets or joining two 
pieces of tube together, and most of it is done by oxy- 
acetylene welding. Within the last few weeks a new 
method, argon electric welding, has been put into use. This 
process has not yet been investigated. 

As an experiment, a Diece of tube with a heavy deposit 
was cut nine times in fifteen minutes. A _ lead-in-air 
analysis showed a concentration of 58 milligrammes per 
10 cubic metres of air. The permissible limit is 1-5 to 2-0 
milligrammes per 10 cubic metres (American Public Health 
Association Standard). 





Ficure III. 
Sand-blasting booth. 


Fortunately, it is most unusual to cut pieces of tube to 
this extent—in fact, cutting a tube completely is done 
infrequently. However, this gives an indication of the 
hazard, even though it may be an exaggerated one. 





Figure IV. 
Welder fixing a patch over a hole in an exhaust tube. 


A welder, who had been at the work for six years, had a 
lead content in his urine of 0-07 milligramme per litre. 

Mention has been made of lead deposit on spark-plugs, 
which occurs to some extent; but as yet the process of 
cleaning them has not been investigated. It is carried out 
by sand-blasting. 





Summary. 


In reviewing this description of one aspect of aviation 
medicine, several points may be emphasized, as follows: 


1. Lead salts, mostly oxides and bromides, are deposited 
from tetra-ethyl lead in fuels on various parts of the engine 
and adjacent areas of the wing. 

2. It is commonly in the form of a fine dust or powder 
and may appear as a fume during the cleaning and repair 
of engines. 

3. Owing to the persistent and ubiquitous nature of lead, 
we find it showing itself at many stages in the life of an 
aircraft engine. 


4. Although no cases of plumbism have been detected, it 
is apparent that careful supervision and care and coopera- 


TABLE IV. 
_ lead Analys es $ Associated with Grain Blasting. 








Source of Lead. Lead Content. 


| 





Grain in booth (grain had recently been 


replaced) 0°12% 
Dust on exterior surface of booth 0-5% to 1:0% 
Dust in collector box of exhaust fan | 

(outside building) 4 a 0°38% 


tion by the employees in observing instructions are neces- 
sary in order to maintain freedom from this illness. 

5. In a searching of the literature dealing with tetra- 
ethyl lead, no mention was found specifically stating the 
problem as presented here. However, this is so obviously 
an aspect of the use of this compound that it may be 
assumed it has been investigated previously and found to 
be free of danger. From the data presented in this study 
it would appear that a lead hazard does exist in the 
aviation industry, so it should be carefully observed and in 
this way controlled. 


TABLE V. 
Lead Anal yses Associated with Sand-blasting Booth. 








Source of Lead. 


Lead Content. 





Sand in booth ao 02% 
Deposit on exterior of booth .. om 00-75% 
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GRANULOMA INGUINALE. 





By S. D. Wartsrorp and L. W. ALDERMAN, 
Northern Territory Medical Services, Commonwealth 
Department of Health. 





GBANULOMA INGUINALE, formerly known as granuloma 
venereum, is a fairly common disease throughout all the 
tropical parts of the world. It has been known to occur in 
tropical Australia for very many years and, as this article 
shows, is one of the fairly common conditions experienced 
in medical practice among natives in the Northern 
Territory. 


Previously it was a disease which was difficult to cure 
and which had a fairly high morbidity and mortality rate. 
However, with the advent of the antibiotic drugs, the 
picture has changed and this disease can now be cured 
rapidly and effectively. 

The purpose of this article is to show the extent of this 
change as seen among natives treated at the Darwin Hos- 
pital over-the period since World War II. For this purpose 
the records of the Darwin Hospital have been thoroughly 
searched, and all proven cases have been included in this 
summary. We ourselves treated 25 of these patients. 


Incidence. 


Since August, 1946, 59 patients have been treated at the 
Darwin Hospital. Of these, 17 were males and 42 were 
females, and all of them came from the northern half of 
the Northern Territory. An occasional case has been 
reported from the Alice Springs area, but no cases have 
been received into the Darwin Hospital from any area 
south of Daly Waters. 

The majority of cases have come from the far north 
stations, especially along the Arnhem Land sea coast, 
where the weather is particularly hot and humid. Maxi- 
mum incidence has been at the Missien Station on Goulburn 
Island, where natives from the Liverpool River area and a 
few from the Oenpelli area are congregated at the 
Methodist Mission. In this series frequency of cases 
diminishes directly in proportion to the latitude. 


The average age of the patients admitted to hospital was 
thirty-three years, the youngest patient treated being a 
young girl from Oenpelli, aged fourteen years. The oldest 
patient was an old woman from Daly Waters, aged-sixty- 
five years. 

The admissions of granuloma patients to the Darwin 
Hospital constituted an average of 3-3% of all admissions 
to the native ward. The incidence is probably a little 
higher than this, as quite a number of cases are never 
detected, owing to the natural reticence of the native, and 
to the fact that there are still many in Arnhem Land, 
where the disease is widespread, who do not have constant 
communication with the mission or native affairs stations. 


Since 1946 the incidence has been relatively static, if 
we take into account the fact that more intensive investiga- 
tions and surveys have been carried out over the last two 
years. No cases have been reported in either white subjects 
or those with mixed blood since 1946. 


Pathology. 


Granuloma inguinale appears to be a true venereal infec- 
tion and in all cases encountered in the Northern Territory 
it has occurred in adults or in young girls who have 
reached the early puberty which is characteristic of the 
Australian native. 

For very many years there has been discussion on the 
exact cause of this disease. Donovan in 1905 showed that 
characteristic intracellular bodies were present in large 
mononucleaf cells obtained either in smears from the 
granulating lesions or by biopsy from the edges of such 
lesions. The nature of these bodies remained obscure, 
although they were thought to resemble bacilli of the 
Friedlander group. : 





‘embedded masses of small round cells. 


In the smears stained by Wright’s stain they show up 
as small, red, oval bodies clustered in groups within the 
cells. Attempts to cultivate these organisms were not 
successful until American workers in 1945 were able to 
grow them in the yolk sac ofa developing chick embryo 
(Dienst, in collaboration with Green and Chen, 1948). 
Since then various other American workers (Rake and 
Oskay, 1948; Thomison, 1951) have succeeded in culti- 
vating these organisms and in studying the morphological 
characteristics in some detail. They have shown that there 
is a morphological similarity between the Friedlander 
bacillus and Donovania granulomatis, although there is 
little cultural resemblance. As a result of this work there 
appears to be little doubt that the organism named 
Donovania granulomatis is the causal organism of the 
disease. 

Efforts have been made to prepare an antigen from 
cultures of this organism (Rake, 1948), but as positive 
reactions occurred in many varying diseases, the antigen 
is not of great diagnostic value. One group of workers 
(Dienst, Reinstein, Kupperman and Greenblatt, 1947) have 
been able successfully to inoculate some infected granu- 
lating tissue into the thigh of a volunteer and reproduce a 
lesion which was found to contain Donovan bodies on 
staining with Wright’s stain. 

Macroscopically the lesions of granuloma inguinale show 
ulcerated areas of varying sizes. In small ulcers often 
merely loss of the surface epithelium is apparent, but as 
they extend a red, weeping, granulated base is seen. In 
the larger ulcers the edges are irregular and somewhat 
elevated above the surface of the epithelium. As healing 
is attempted, fibrous tissue is formed and the surface may 
be partly reepithelialized, a pale, thin, atrophic skin being 
left. Unless, adequate treatment is given this has a 
tendency to break down again. 

In the lesions of granuloma inguinale on microscopic 
examination, especially at the edges of the ulcer, are found 
masses of nodules consisting of large round cells, which, 
on being stained with Wright’s stain, show the charac- 
teristic Donovan bodies. These nodular masses are often 
covered by epithelium, and their under surfaces gradually 
blend into the thickened fibrous stroma in which are 
Such nodules are 
often seen mainly around sebaceous follicles, hair follicles 
and blood vessels, and are wedge-shaped, with their apex 
blending into the fibrous stroma. 

Characteristic Donovan bodies are seen, and in a number 
of cases culture produces a growth of anaerobic strepto- 
coccus. This is particularly noticed in the deeply ulcerating 
lesions in females. 


Symptoms. 

It is very difficult to obtain an accurate history from 
the Northern Territory native, so that often the patients 
present with no particular complaint save that of the 
presence of an ulcerating area around the genitals. Because 
of this difficulty in obtaining a history, it has not been 
possible to determine the incubation period in any of the 
cases encountered in Darwin. 

For the same reason most patients examined have had 
fairly extensive lesions, and it would appear that the 
lesions have been present for a long time. 

Some of the patients have complained of pain, but this 
has been mainly in very extensively ulcerated areas where 
the surface has been continually excoriated by urine. 
Quite a number of these natives do not present at all, but 
are picked up on routine examination of natives for other 
diseases, such as leprosy. 

In the male, early lesions have usually commenced on 
the glans penis and show as small ulcers. In uncircum- 
cised males the disease may present as balanitis, in which 
the characteristic Donovan bodies are found on examina- 
tion. As the disease spreads, it tends to spread back along 
the penis and involve the anterior abdominal wall and the 
skin of the scrotum. Several patients (two in particular) 
have presented with an ulcerated area three inches square 
and with practically no sign of a penis. The urethra opens 
straight into the base of the ulcer. 
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In the female the first lesions are usually seen on the 
inner surface of the labia majora or labia minora. Again 
these present as small ulcerated areas with a smooth 
shining base. They are often symmetrical on either side 
of the vulva. As the lesion extends the ulceration extends 
upwards and backwards, so that deep ulceration may be 
seen right back to the anal margin and down into the 
upper surface of the thighs. These ulcers usually have an 
irregular granulating base, and may be very deep, extending 
upwards and sometimes. involving the tissue between the 
vagina and the rectum. Scarring of the vulva anteriorly is 
often seen, with thin, pink, atrophic skin and areas of 
heaped-up oedematous tissue. This scarring may continue— 
one of the labia may be greatly enlarged and present a 
large, soft, fleshy mass covered by pitted skin, the con- 
dition of pseudo-elephantiasis being produced. Some of 
these masses may grow to become three or four inches in 
diameter. 

The scarred tissue has a tendency to break down in 
untreated patients, forming new ulcerated areas, so that a 
picture of partial repair- with extension of the ulcerated 
areas is often seen. 


Diagnosis. 


The principal differential diagnosis is from other 
ulcerating conditions around the genitalia. In the Northern 
Territory such other lesions are uncommon. In the early 
stages the lesions can possibly be mistaken for primary 
chancre of syphilis, but the history of its duration and the 
presence of characteristic Donovan bodies soon establish 
the correct diagnosis. 

Ulcerating lesions due to yaws may occur in this area, 
but have not been seen by either of us. Most natives of 
the Northern Territory have suffered from yaws, and 
routine Kline examinations show that over 80% react 
positively, so that this test is of little help in differential 
diagnosis. 


Complications. 


In the male the penis may be completely destroyed and 
the urine discharged from a small opening into the ulcer. 
The ulcer then often becomes secondarily infected and 
the whole condition is aggravated. As healing occurs a 
stricture may form where the urethra opens into the 
surface, and this may need treatment later. 


In the female, complications appear to be much more 
pronounced. Pseudo-elephantiasis has occurred in three 
patients examined, and extensive ulceration involving the 
recto-vaginal septum has occurred in two patients; of these 
patients, one has died. 

Scarring around the vulva sometimes interferes with 
childbirth and in one case held up labour for some hours. 


Affected males, of course, are usually sterile; but several 
of the female patients have become pregnant after treat- 
ment. In uncircumcised males scarring around the head 
of the penis may produce phimosis, necessitating treatment. 


Several workers have reported metastatic spread of the 
disease with lesions of the neck and face (Hanna and 
Pratt-Thomas, 1948), and bone lesions (Packer, Turner 
and Dulaney, 1948). These have not been seen in the 
Northern Territory. 

Many of the patients with granuloma inguinale have also 
suffered from other tropical conditions, and in some cases 
these have interfered with their recovery—namely, hook- 
worm infestation (Ancylostoma duodenale). Several of the 
patients have suffered from advanced pulmonary tuber- 
culosis. A couple of patients have suffered from advanced 
cachexia, due partly to the inability to move about hunting 
food and partly to advancing age. 


Treatment. 
Drugs. 
For many years the standard treatment of granuloma 
inguinale has been with antimony preparations. Tartar 


emetic and trivalent and pentavalent antimony preparations 
of various descriptions have been used. In Darwin up until 


the beginning of 1950 “Anthiomaline” was the antimony 
preparation commonly used; four grammes per week had 
been given in some cases for periods up to sixteen weeks. 
In addition many of these patients were given a short 
course of sulphamerazine or sulphadiazine, especially when 
gross secondary infection was present; penicillin was given 
as well in some cases. 


At the beginning of 1950 streptomycin was first used, and 
it was immediately noted that this produced a very 
dramatic cure. Some ulcers which had been very slow 
in healing with antimony preparations healed up rapidly 
when streptomycin therapy was commenced. The intra- 
muscular administration of dihydrostreptomycin, one 
gramme twice a day, has been the usual method of giving 
this antibiotic. In very severe cases with large areas of 
ulceration up to 60 grammes have been given. There have 
been no untoward reactions from the use of this drug. 
Many of the ulcers have healed in two or three weeks and, 
as can be seen from Table I, the average duration of 
treatment with streptomycin has been fifteen days as com- 
pared with an average period of forty-three days with 
antimony preparations. In the earlier cases in which 
antimony preparations were used, the exhibition of peni- 
cillin helped to clean up the secondary infections; when 
streptomycin is used in treatment this does not appear to 
be necessary. 

Zigas, in an unpublished communication, reports that he 
has used streptomycin in the central district of the Terri- 
tory of Papua and New Guinea and he has found sixteen 
days the average period of treatment with this antibiotic. 
However, he has had great success with aureomycin and 
“Chloromycetin”, and recommends aureomycin as the drug 
of choice. 


Kupperman, Greenblatt and Dienst.(1948) used strepto- 
mycin in four-hourly doses over a short period with con- 
siderable success. Sondag, Henry and Batsche (1950) used 
streptomycin in doses of two grammes per day, and in 
their opinion this is the most suitable dose to use; in 
a series of 470 patients the average healing time was 
thirteen days. Thompson, White and Hailey (1948) used 
larger doses, but their figures do not show any great 
improvement on those quoted. Robinson (1951) used four 
grammes per day for ten days with excellent results. 


In the present series four patients have been treated 
with “Chloromycetin”’, the maximum dose being 34 
grammes. Only one patient has been treated with aureo- 
mycin, the total dose being 27 grammes. 


Zigas had more success with aureomycin than with 
other antibiotics, and ten cases are recorded by him in 
which healing occurred in an average of eleven. days, 
against fifteen days for “Chloromycetin” and sixteen days 
for streptomycin. Harb, Simpson and Wood (1951) used 
“Chloromycetin” in doses of up to 12 grammes in twelve 
days; healing occurred in seven to seventeen days. 


Greenblatt, Dienst, Chen and West (1948) have found 
that streptomycin is the drug of choice; but when healing 
is slow they have used aureomycin by mouth and have 
found that five grammes will usually effect a cure, although 
in some cases more may have to be used. Robinson, 
Elmendorf and Zheutlin (1949) have found that aureo- 
mycin given orally in doses up to five grammes has been 
effective in about fifteen days. Robinson and Cronk, in 
unpublished data, have found that some patients who failed 
to respond to aureomycin have responded well to 
“Chloromycetin”. 


Local Treatment. 


In the early cases at the Darwin Hospital extensive local 
treatment was instituted. Dressings of various sorts 
were ordered—for example, scarlet red, Lotio Nigra, 
“Ungvita” and iodine dressings—in an effort to promote 
epithelialization. 

However, with the exhibition of streptomycin the lesions 
healed rapidly. Some of the more extensively ulcerated 
and secondarily infected areas were treated with eusol 
to clean up sloughing masses; this was then usually fol- 
lowed by saline dressings. 
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Surgical Treatment. 

Circumcision has been necessary in two cases because 
of phimosis. Removal of pseudo-elephantiasis masses has 
been necessary in two cases. 

No patients have required Cesarean section for delayed 
labour, but some of the patients have shown such extensive 
scarring that this can conceivably be possible. 

No attempt has been made to perform repair operations 
on males with a partially or totally amputated penis. 


Summary of Treatment. 

Many reports have been published showing that the 
various antibiotics are most useful in treating this disease, 
and the figures of the Darwin Hospital are set out in 
Table I. 











TABLE I. 
Total 
Number of Number of Average 
Therapeutic Substance. Patients.* Days of Number of 
Trentnent. Days. 

Streptomycin ais 18 270 15 
Antimony preparations a 32 1874 43 
Aureomycin >i - 1 28 28 
“Chloromycetin” .. 3 4 111 28 
Streptomycin with 

antimony preparations. . 3 98 33 

{sep som ris with 

“Chloromycetin” '. 1 22 22 














+ There were 17 male patients and 42 female patients ; three deaths occurred. 


It can be seen that the average time in hospital on 
treatment with antimony preparations is forty-three days, 
and with streptomycin fifteen days. There have been 
numerous conflicting reports as to which antibiotic is the 
drug of choice. In Darwin streptomycin has appeared to be 
more effective than “Chloromycetin”; but insufficient experi- 
ence has been gained with aureomycin to pass any definite 
opinion. Zigas, on the other hand, finds aureomycin the 
best. 

It would appear that it does not matter very much which 
antibiotic is used, and it would also appear that there are 
some advantages in changing from one antibiotic to another 
in cases in which healing is not occurring so quickly as 
would be expected. 

Two of the patients in this series died from tuberculosis 
and one died from a combination of deep ulceration about 
the recto-vaginal septum and severe cachexia. 
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THE PREVALENCE OF AN ABNORMAL BREATHING 


MECHANISM IN CASES OF RESPIRATORY 
ALLERGY. 





By BryYAN GANDEVIA, 
Royal Melbourne Hospital, Melbourne. 





Ir is well recognized that in an asthmatic attack the 
patient shows a thoracic type of respiration with minimal 
or even paradoxical diaphragmatic movement and concur- 
rent epigastric retraction (Hutchinson, 1852; Livingstone 
and Gillespie, 1935). This is also evident in periods of 
freedom, gross examples being seen in children (Figures 
Ia and Is). Further restriction of diaphragmatic move- 
ment by firm epigastric pressure with the closed fist 
accentuates any existing wheeze and in many cases will 
produce an “attack” of asthma. Release of pressure is 
accompanied by reduction in the wheeze, and if the patient 
can be persuaded too “blow his stomach out” on inspiration 
the wheezing is further diminished. The production of 
maximal diaphragmatic contraction by  electrophrenic 
stimulation effects a temporary decrease in the wheeze of 
status asthmaticus, relapse usually following cessation of 
stimulation (Bolton, Gandevia and Ross). These facts, 
in conjunction with the good response to appropriate 


. breathing exercises, particularly if the epigastric expansion 


is improved, and the supposed rarity of asthma in trained 
singers (Livingstone and Gillespie, 1935) suggest that the 
abnormality of the respiratory mechanism is of greater 
significance than is generally supposed. 


In the course of routine medical examinations it was 
observed that this type of respiration is present in people 
who have not had asthma, but who suffer from hay fever 
or give a strong family history of respiratory allergy. 
Since this observation would further stress the significance 
of the respiratory abnormality, the present investigation 
was undertaken to test its accuracy. 


Method. 


A series of 195 healthy young males was studied. Each 
subject, standing in a relaxed position, was observed 
during quiet respiration and on slow, deep inspiration, and 
any abnormality was noted. Each subject was then 
questioned by an assistant in an adjoining room for a 
personal or family history of hay fever, asthma, hives or 
eczema, the two last-mentioned diseases being regarded as 
providing confirmatory evidence in cases of doubt. 


Results. 


The results are summarized in Table I, those subjects 
having a “negative” personal but “positive” family history 
being shown separately. Analysis shows that there is no 
evidence of second order interaction between family and 
personal history, and the figures are therefore combined in 
Table II. Examination of the figures leaves no doubt that 
the abnormal mechanism of respiration occurs much more 
frequently in the allergic group than in the control series. 
Of the 26 normal subjects classified as breathing abnor- 
mally, seven were recorded as showing primarily poor 
posture or non-asthmatic chest deformity. On fluoroscopic 
examination such subjects often show a normally func- 
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tioning diaphragm, but as they are misleading clinically 
and as fluoroscopic examination was impossible in the 
present series no correction has been applied. The figures 
are therefore significant in spite of this recognized source 
of error. Exclusion of the asthma subjects does not affect 
the significance of the resulis. Experience with similar 





A B 
Ficure I. 
A: On full inspiration. Elevation of the chest, increased 
convexity of its anterior aspect and epigastric recession 
are present. The shoulders are also raised. B: At rest. 
The typical asthmatic deformity is present. 


but unrelated surveys suggests that the accuracy would 
have been improved by more thorough examination and 
investigation, but the results did not render this necessary. 


The results of a similar investigation of patients 
attending the Allergy Clinic at the Royal Melbourne Hos- 
pital are appended for comparison (Table III), but as the 
observer was aware that most of them were suffering 
from respiratory allergy, an element of bias cannot be 
excluded. 


Discussion. 


In a person of normal build slow inspiration is accom- 
panied by a small forward movement of the epigastrium, 
which is related to diaphragmatic descent (Hutchinson, 
1846), and to reflex relaxation of the abdominal muscles. 
Epigastric expansion may not be apparent despite normal 
diaphragmatic function in the presence of obesity, faulty 
posture, chest deformity or a broad, deep chest, especially 
if capable of large expansion. In these cases the down- 
ward thrust of the diaphragm is usually appreciable on 
palpation. Epigastric expansion diminishes pari passu 
with increasing preponderance of costal respiration, as 
may occur in the above-mentioned conditions, in women 
who habitually wear tight corsets, and in males whose 
shoulder and thoracic muscles are highly developed 
(notably in weight-lifters). For the same reason it is 
not demonstrable when a normal subject takes a rapid 
maximal inspiration, the thoracic muscles then coming 
into play early and forcibly with concomitant reduction 
in diaphragmatic excursion (Gandevia, Bolton and Ross, 
unpublished observations). Finally, epigastric expansion 








may be absent when diaphragmatic function is impaired, 
in which case there may be a true epigastric recession on 
inspiration. This is found characteristically in cases of 
asthma (during and between attacks), and also in some 
cases of the effort syndrome, dyspnea without apparent 














TABLE I. 
Family History. 
Personal History. | pA REY ES 
| “Positive.” “Negative.” 
‘Positive”’ : | 
Respiratory mechanism abnormal de 9 7 
Respiratory mechanism normal oo | 9 8 
“Negative” : 
Respiratory mechanism abnormal wt 11 125 
Respiratory mechanism normal % 5 21 


organic cause (Day, 1943) and conversion hysteria (Allen, 
1947). In the latter group Allen described accentuation of 
symptoms, with the development of a wheeze in some 
instances, by pressure on the abdominal wall. 

Normally epigastric expansion is the first appreciable 
sign of inspiration. However, impairment of dia- 
phragmatic function is frequently associated with a peculiar 





TABLE II.? 


Respiratory Mechanism. 





Personal History. ; l Totals. 
Normal. | Abnormal. 
“Positive” .. ne ae 16(1)* | 17 (5)? | 33 
“Negative” ae oa 136 | 26 162 





Total vm ee 152 43 195 


1y%= 18-04; P<0-0001. 

® The figures in parentheses indicate the number of patients giving a personal 
history of asthma. The asthmatic described as normal had in the pencens 
two years suffered four or five attacks of mild wheezing lasting half an hour, 
and no other personal or family history of allergy. 


hesitancy or indecision of the diaphragm, which is best 
observed fluoroscopically—notably in young’ chronic 
asthmatics—but can be appreciated clinically. It is some- 
times seen to develop in nervous but otherwise normal 
subjects as they become conscious of the fact that the 
way in which they breathe is being carefully studied. 


TABLE III. 
Investigations at the Allergy Clinic. 





Respiratory Mechanism. 








Allergic Condition. | Totals. 
| Normal. Abnormal. | 
| | 
| 
| | 
Asthma alone or with hay | 
fever a ce oe 2 18 20 
Hay fever alone .. tang 4 10 14 
Other allergies fist 3 3 6 
| | 





Totals... wy 9 $1 40 





Similar if not identical phenomena have been described in 
association with certain psychological disorders (Day, 
1943; Wolff, 1947). 

The present investigation confirms the observation that 
the mechanism of respiration is abnormal in cases of 
asthma between attacks. It also indicates that the type of 
abnormality described is more common in sufferers from 
respiratory allergic disorders than in a comparable group 
of non-allergic individuals.. The possibility that this may 
be related to the tendency of hay fever patients to develop 
asthma deserves investigation. It may be that the 
dominance of costal respiration in sleep, first noted by 
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Mosso in 1878, is partly responsible- for the frequency of 
asthmatic attacks at night. At all events, the presence of 
the abnormality in a high proportion of cases suggests 
that it is more an integral part of the “allergic diathesis”, 
and in particular of the asthmatic state, than is usually 
conceded. What influences are at work to produce this 
association is not clear, but the presence of a similar 
abnormality of respiration in certain psychological dis- 
orders may not be without significance. 


Summary. 


1. The mechanism of respiration has been studied clini- 
cally in a series of 195 young healthy males. 


2. Of those suffering from respiratory allergic conditions, 
a significantly higher proportion than in the non-allergic 
control group breathed predominantly costally, with 
evidence of impaired diaphragmatic function. 


3. It is suggested that this finding may be related to the 
development of asthma as a complication of hay fever and 
to the nocturnal frequency of asthmatic attacks. 


4. A similar respiratory abnormality is found in certain 
psychological disorders. 
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Addendum. 


Since the above was written it has been found that 
abdominal compression was employed by Bichat apparently 
as a test of respiratory function. R. T. H. Laennec (“Treatise 
en the Diseases of the Chest and on Mediate Auscultation”, 
Third Edition, 1829, translated by John Forbes), in referring 
to this method of examination, states: “The relative degrees 
of oppression produced by it in empyema, peripneumony 
and the different kinds of asthma, could never be admitted 
as signs deserving of confidence, more especially as a high 
degree of suffocation is produced by it in persons of a 
delicate and nervous habit, though in other respects perfectly 
healthy. But even if this method were capable of supplying 
us with more positive indications, it ought hardly be had 
recourse to, since we are not permitted to put our patients 
to the torture, whatever be our zeal in interrogating 
nature.” With these views the observations made in the 
present paper are in complete accord. 

—_—_— a 


Reports of Cases. 


BILATERAL CARCINOMA OF THE BREAST. 








By James Macrae Yeates, F.R.C.S., 
Sydney. 





Clinical Record. ’ 
THE patient was a slight woman, aged forty-four years, 
who first consulted me on November 13, 1950, having been 
referred by Dr. Stafford Marsh, of Kempsey. She com- 


plained of a lump in the right breast, present for twelve 
days. No pain or discharge from the nipple had been 


noticed. She had had four children, whose ages ranged 
from twenty-one to nine years, 


Examination of the patient revealed that the breasts 
were quite small. About five centimetres above the right 
nipple there was a hard, irregular lump about the size of 
a cherry. There was no sign of skin fixation, but a sugges- 
tion of fixation to the deep fascia. The axillary lymph 
nodes were not palpable. 


A diagnosis of early carcinoma was made and radical 
mastectomy was performed on November 15. The patient 
was discharged from hospital on November 28: 


The pathological report read as follows: 


The specimen consisted of a right breast removed by 
radical resection. In the upper and outer quadrant 7 
centimetres from the- nipple, there was a hard growth 
1-8 centimetres in maximum extent. The growth was 
lying in adipose tissue and did not appear to invade the 
skin or fascia. At one edge a friable demarcated portion 
suggested intraduct growth. Microscopic sections show 
scirrhous carcinoma. The friable portion of the growth 
is a circumscribed nodule of tumour cells, the appear- 
ance of which is somewhat. different to the rest of the 
growth and suggests a possibility of an origin from 
intraduct papilloma. Most of 7 lymph nodes examined 
show conspicuous sinus catarrh, but convincing evidence 
of carcinoma has not been found. 


On December 11, the wound was soundly healed and the 
patient was allowed to return to the country. 


On December 20, 1951, she was again referred to me by 
Dr. Marsh. On this occasion she complained of a lump in 
the left breast, noticed only four days previously. On 
examination of the patient, it was found that there was a 
round, hard lump about the size of a cherry in the lower 
and outer quadrant. There was no sign of fixation to skin 
or deep fascia. The regional lymph nodes were not 
palpable. 


The patient’s general condition was good and there was 
no evidence of distant spread of carcinoma. Radical 
mastectomy was performed on December 24. 


The pathological report was as follows: 


The specimen consisted of the left breast removed by 
radical amputation. In the lower and outer quadrant 
3°0 centimetres from the nipple, there was a firm 
circumscribed newgrowth. measuring 1°5 centimetres by 
1-2 centimetres. No discrete nodules were found in the 
rest of the breast tissue, parts of which were firm and 
rubbery. In the axillary tissue lymph nodes of normal 
size were found. Microscopic examination shows an 
infiltrating carcinoma composed of groups and columns 
of polygonal cells, and parts of this newgrowth resemble 
that removed from the right breast. Elsewhere the 
breast tissue shows some of the changes of Hyperplastic 
Cystic Disease. Carcinoma is present in lymphatics at 
the edge of the tumour, but metastatic carcinoma has 
not been found in 6 axillary lymph nodes. 

About a week after operation the patient complained of 
two or three small nodules in her scalp. These appeared 
to be in the skin and were so small as to be difficult to find. 
A few days later the patient noticed some discomfort and 
blurring of vision in her right eye. At first these symptoms 
were not regarded very seriously. During the next week, 
however, the scalp nodules increased in size, and the visual 
acuity in the right eye rapidly deteriorated. 


At this stage a consultation with an eye specialist was 
arranged. The retina was found to be detached in the 
lower segment, and some days later a small secondary 
growth in the anterior chamber was reported. 


On January 31, 1952, one of the nodules from the scalp 
was excised for biopsy. The report was as follows: 


A piece of skin 1:4 centimetres long and 0°8 centimetre 
in its widest part with underlying tisste 0-5 centitmetre 
thick was received. In the subcutaneous tissue there 
was a lesion composed of firm translucent tissue which 
extended to the deep cut surface and compressed 
the overlying skin. Microscopic examination shows 
metastatic carcinoma with a structure similar to the 
primary growth in the breast. 

Radiographic examination of the chest revealed several 


doubtful shadows near the hilum and lower lobe of the 
left lung. 


At the request of the patient’s husband, treatment with 
ACTH and aureomycin was commenced on February 1, 
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1952. Despite this, her condition very rapidly deteriorated 
and she died on February 19. 


No post-mortem examination was performed. 


Discussion. 


When this patient first presented in November, 1950, the 
prognosis appeared as favourable as possible. The delay in 
reporting the lump was unusually short. Radical operation 
was performed fourteen days after the lump had been 
noticed. The pathological report was favourable in that 
the carcinoma itself was small (1-8 centimetres in 
diameter), there was no evidence of local spread, and the 
regional lymph nodes in the axilla were not involved. 


In view of these facts, the appearance of a similar lump 
in the other breast about one year later gave the clinical 
impression that it was another primary carcinoma, par- 
ticularly as there was no evidence of metastases elsewhere. 


At this stage the prognosis still seemed reasonably good, 
and radical removal of the left breast seemed the appro- 
priate treatment. The second pathological report seemed 
to confirm this view, although it is to be noted that the 
pathologist made no statement as to whether the carcinoma 
was a primary or a secondary lesion. 

The sudden and overwhelming deluge of metastases in 
the next few weeks, and the rapid deterioration and death 
of the patient in only sixty-five days from the appearance 
of the lump in the left breast, were therefore surprising. 
In the light of these events it seemed more likely that the 
lesion in the left breast was a metastasis. 


In an attempt to settle this question, the sections of the 
two growths were studied by Dr. L. R. Finlay-Jones, of the 
Kanematsu Memorial Institute of Pathology, and by Dr. 
ten Seldam, Department of Pathology, University of 
Sydney. Dr. ten Seldam was good enough to ferwaee a 
written report, which reads as follows: 

Both sections show exactly the same _ histological 
pattern of a solid infiltrating carcinoma. There are no 
differences in the two as far as histology goes. On this 
evidence it seems unlikely that these tumours were both 
primaries, but of course histological evidence alone can 
never definitely exclude that possibility. 

A survey of the available literature produced the follow- 
ing extracts. 

Williams (1910) wrote as follows: 

In malignant disease of the breast we can seldom be 
sure of the bilateral origin of the affection unless the 
malady begins at about the same time in each organ. It 
is by no means rare to see the cancer of one breast 
followed after a time by outbreak of the disease in the 
other. Most of these cases are, however, due to direct 
extension of the primary disease or to its dissemination. 
Yet it occasionally springs up independently in the 
opposite breast... . 

Hubbard (1912) quotes reports of the Middlesex Hospital: 


A metastasis in the other breast is not so very 
uncommon. In a series of 1512 cases the opposite breast 
was involved in 9% of cases. On the average the 
secondary growth appeared 3 years after the primary. 
In another series of 412 cases collected by Beckton, 
46 had a metastasis in the opposite breast. 

From the figures collected during 1910 and 1909 there 
were 28 cases of cancer of the breast with 10 cases of 
secondary growth in the opposite breast. Combining 
these cases there are 1952 cases with a secondary growth 
in the opposite breast in a little over 9% of the cases. 


Hitzrot (1925), in a case presentation before the New 
York Surgical Society, showed a woman, aged forty-seven 
years, who had had a lump in both breasts. Examination 
of frozen sections showed the presence of carcinoma. 
Bilateral radical operation was performed. The lymph 
nodes in both axille were found to be involved. No 
irradiation was given. The patient was alive and 
apparently well three years later. 


Willis (1934) makes the following statement: 


Secondaries in the opposite breast are well known. 


They are due to lymphatic spread across the midline. To 
be distinguished from this are those rare cases in which 
eerie occurs simultaneously, or in succession, in both 

reasts. 





It is unfortunate (and possibly significant) that Willis, 
and the other authors quoted, do not state how one group 
can be distinguished from the other. The question is not 
only of academic importance. The available evidence 
suggests that the decision must rest on the clinical picture. 


Ewing (1940) wrote that “It appears to originate in 
both breasts in about 1-5%. Handley finds 5% of advanced 
cases bilateral and Hubbard 9%”. 


Pack (1951), in an editorial, draws attention to the 
apparently increased frequency of bilateral mammary 
cancer, and quotes 7-5% as the likely figure. He makes a 
strong plea for routine bilateral mastectomy (non-radical 
on the unaffected side), but adds that it is extraordinarily 
difficult to secure consent for removal of the opposite 
normal breast. 

After a unilateral radical mastectomy many women 
admit that the removal of the opposite breast would 
have been cosmetically better, because of the ease and 
symmetry of dressing, but pre-operatively they cherish 
the other breast as a token preservation at least of 
femininity. Education of the public in this matter and a 
wider acceptance of the principle of bilateral mastectomy 
by surgeons would overcome this handicap. 

In the light of the facts which have been enumerated 
above, the following conclusions can be drawn: 


1. Bilateral carcinoma of the breast is much more 
common than is generally realized. 


2. It is difficult (or even impossible) to be certain 
whether the lesion appearing in the second breast is a 
secondary or a primary concer, but it is far more likely to 
be a secondary growth. 


3. In appropriate cases, radical removal of the second 
breast is sound practice. 


4. Routine prophylactic (non-radical) removal of the 
opposite normal breast at the same time as radical 
mastectomy for the affected breast is theoretically sound 
and could become the accepted practice of the future. It is 
likely, however, that any surgeon in this country giving 
such a counsel would find himself without candidates. 
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ANOTHER RECORD OF A HUMAN DIPHYLLO- 
BOTHRIID IN AUSTRALIA. 





By DororHEA F.. SANDARS, 
Queensland Institute of Medical Research and 
Department of Social and Tropical Medicine, 

University of Queensland, Brisbane. 





In February, 1952, eggs of a Diphyllobothriid were 
identified in the stools of a twenty-eight year old Estonian 
woman. The patient had lived in north-eastern Estonia 
until 1944, when she went to Bavaria where she stayed 
until 1948; she then came to Australia. During this period 
she had eaten many freshwater fish, including trout, perch, 
pike, burbot and lamprey. On February 12, 1948, she 
arrived in Australia, and since then she has lived in 
Queensland. For some time she had not felt well, was 
growing thinner and becoming irritable, and had been 
treated for anemia. Recently she had been subject to 
dizzy spelis, falling and bruising herself quite seriously; 
she also complained of a “gnawing” abdominal pain which 
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was usually relieved by food. Early in January, 1952, she 
had noted in a stool what she thought were several tape- 
worm segments; this had led to the diagnosis of a 
Diphyllobothriid infection. 

On February 12, 1952, an examination of the patient’s 
blood gave the following information: the erythrocytes 
numbered 4,000,000 per cubic millimetre and the hemo- 
globin value was 12-4 grammes per 100 millilitres; the 
average diameter of the red cells was normal; the volume 
of packed red cells was 38%; the mean corpuscular volume 
was 95 cubic uw; the mean corpuscular hemoglobin was 
8lyy; the mean corpuscular hemoglobin concentration 
was 33%; the leucocytes numbered 4600 per cubic milli- 
metre; and the platelets were apparently normal. On a 
film prepared from venous blood the differential count 
showed that 18% were neutrophile cells, 75% lymphocytes, 
6% monocytes and 1% eosinophile cells. 





4 ry! ‘3 J i 


The scolex has the typical spatulate form of the Diphyllo- 
bothrium latum “group” with two longitudinal sucking 
grooves; it is 1-6 millimetres long, with a maximum width 
of 06 millimetre (Figure III). The neck region is 
slender, being 25 millimetres long with an average width 
of 0-4 millimetre. The entire strobila is characterized by 
the gradual lengthening of the proglottides as they increase 
in size from behind the neck region. There are about 600 
proglottides, of which two-thirds appear to be immature 
and the rest mature. There are nine terminal segments in 
the process of sloughing off, the last one having a bifid 
appearance (Figure VI). 

The following are the measurements of three immature 
proglottides: 0-4 millimetre wide by 0-3 millimetre long; 
1-6 millimetres wide by 1-4 millimetres long; 1-4 milli- 
metres wide by 1-5 millimetres long. Three mature 
proglottides had the following measurements: 1-8 milli- 





Fieure I. 
Diphyllobothrium from Estonian patient. Entire worm. 


In this count the most striking features are (i) that the 
neutrophile cells are grossly reduced in numbers, being 
only about 800 per cubic millimetre (normal 3000 to 7000), 
and (ii) that the eosinophile cells percentage (1%) is low 
for a patient with helminthic infection. 

It is interesting to consider whether, in this particular 
case, the symptoms exhibited by the patient were entirely 
due to the presence of the one relatively small cestode. 


The patient was admitted to hospital, and on February 
26, after two days on a non-residue diet followed by one 
day of starvation, a complete tapeworm, with scolex, was 
removed after the administration of “Atebrin” and purga- 
tives (Cecil and Loeb, 1951). Subsequent stool examina- 
tions, two days later and then three months later, showed 
no evidence of infestation. The patient’s general health 
improved considerably. 


Description of the Worm. 
If the infection had been acquired in Europe, the 


minimum age of the tapeworm may be presumed to be 
about four years and it must therefore have reached its 
maximum size. The complete worm measured 105 centi- 
metres in length when lying flat and unstretched and had 
a@ maximum width of 2:9 millimetres (Figure I). The 
“Atebrin” had stained it saffron yellow. It was fixed in 
10% buffered formalin solution and the yellow stain was 
removed by an overnight soaking in alcohol (70%). Parts 
of the worm were stained in acetic acid alum carmine 


and mounted in Canada balsam, and measurements were 
made. 


metres wide by 2-1 millimetres long; 2-1 millimetres wide 
by 2-4 millimetres long; 2-9 millimetres wide by 3-1 milli- 
metres long. All these measurements indicate the gradual 
change in relative measurements of the proglottides. The 
last egg-producing mature proglottid is 2-9 millimetres 
wide by 3-0 millimetres long; the last proglottid before the 
bifid one is 1:0 millimetre wide by 1-8 millimetres long. 

As in Diphyllobothrium latum, the testes and vitelline 
follicles are confined to the lateral fields of each prog)ottid, 
not meeting anteriorly. The uterine pattern is different 
from the typical rosette shape seen in Diphyllobothrium 
latum, the uterine loops being small, fairly regularly 
arranged and usually with about five inconspicuous loops 
on either side (Figure V). The genital atrium is almost 
constant in its position, at approximately one-quarter of 
the total proglottid length from the anterior margin. 

The operculated eggs observed in the stool of the patient 
were of constant size, 62u by 46-5u, with a small thickened 
nodule at-the opposite end from the operculum, as recorded 
for the eggs of Diphyllobothrium latum by Magath (1919) 
(Figure II). The egg size lies within the range for 
Diphyllobothrium latum—namely 524 by 764 and 46 by 
55u—and the egg ratio (width:length) 1:1-3 is the same 
average egg ratio (Magath, 1919). 


Discussion of Identification. 


As was stated by Stunkard (1949), “the systematic 
position and nomenclature of the broad tapeworm of man 
have been in a state of uncertainty and confusion for more 
than a century”. There have been numerous publications 
in an endeavour to define adequately the limits of the 
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several species of Diphyllobothrium. 
degree of variability within the different forms has been 
the feature commonly accepted by the various workers as 


It appears that the 





Ficure It. 


Eggs showing operculum and smail nodule 
at the opposite end. 





Fievre IIT: 
Scolex with two longitudinal sucking 
grooves. 


presenting the greatest difficulty in clearing up this 
problem. Amongst these workers, Wardle and McColl 
(1937), dealing with Canadian specimens, observed much 












variation in the morphology of both human and canine 
forms. They indicated that the suspicion should be roused 
“that the characters chosen arbitrarily for the delineation 
of the species are inadequate and that latum is in fact not 
a species at all, but a group of closely related physiological 
species in the course of evolutionary divergence”. Baylis 


| Ne 





Ficurr IV. 
Immature proglottides. 


(1945) stated one of the difficulties of determining the 
various species of Diphyllobothrium as being “a large 
amount of individual variation within a species”. He was 
of the. opinion that the dozen or more “species” of Diphyllo- 
bothrium described as adult forms from man in Europe 
(mainly in Russia) represent probably individual or local 
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FIGURE V. 


Mature proglottides showing uterine 


pattern. 


variations of D. latum. Stunkard (1949) has summed up 
the whole situation as it stands at present, in the following 
words: 

The extent of variation which may occur normally, or 


may be induced by development in unusual hosts, must 
be known before the specific limits of D. latum can be 


determined. 
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In view of this general unanimity of opinion on the 
variability of the Diphyllobothriids occurring as the adult 
worm in man, and, furthermore, since so much European 
literatureis unavailable; the species of the tapeworm 
described in this paper cannot be confidently determined. 
It is a tapeworm, for which man may serve as the final 
host, and which appears to belong to what may, at present, 
be conveniently called the “Diphyllobothrium latum group”. 
It is interesting to note that 
the mature proglottides differ 
obviously from those identified 
as D. latum recovered from an 
Irish immigrant and recorded by 
the writer in 1951. 


Life History Experiments. 


An attempt was made to 
determine whether local Queens- 
land copepods would serve as the 
first intermediate host in the life 
eycle of this tapeworm. A small 
portion of the stool of the 
patient containing numerous 
eggs was washed and placed in 
tapwater in Petri dishes. A 
number of specimens of the 
widespread . copepod, Cyclops 
varicans Sars, were collected 
from several Brisbane suburbs. 
This was the only species of 
copepod obtainable, owing to 
prevailing drought conditions. 
The majority of the tapeworm 
eggs developed, but none of the 
introduced copepods examined ij 
became infected with procer- 
coids. 


Discussion. 


This record lends evidence to 
the view previously expressed 
(Sandars, 1951) that some of 
the present influx of migrants 
to Australia may be introducing 
helminthic infections which, in 
some localities, may become 
established. The present case 
indicates that the patient may 
have been harbouring this tape- 
worm in Australia for four 
years, and it is interesting to 
postulate the number of eggs 
which were liberated during this 
period. The establishment of 
any worm such as this, if eggs 
had been deposited under suit- 
able conditions for the life 
cycle to be continued, would 
undoubtedly be difficult to deter- 6 
mine for a number of years. 





Summary. Figure VI. 
‘ End of worm show- 
A tapeworm appearing to be ing gradual slough- 


of the Diphyllobothrium latum 
group is recorded in Queensland 
from an immigrant. Attempts 
to infect local copepods, Cyclops 
varicans Sars, with the procercoid stage in the life history, 
proved unsuccessful. 


ing off of proglottides 
and the bifid terminal 
proglottid. 
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AND TREATMENT. 
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(From the Department of Surgery, The Royal North 
Shore Hospital of Sydney.) 





RENAL CARBUNCLE is a well-known though somewhat 
uncommon staphylococcal lesion of the kidneys due to a 
hematogenous infection, usually from a skin focus. It may 
be the result of a single “spillover” type of’ blood-stream 
infection, or of bacteriemia (Cases I, II and III), or but an 
episode in a continuous blood-stream infection, a true 
septico-pyemic condition, as in Case IV and almost cer- 
tainly in Case V. 

Carbuncle of the kidney is akin to that of the skin, in 
that a series of small abscesses combine to form one large 
multiloculated mass. Owing to the virulence of the 
organism, sloughs of kidney tissues are also present. Like 
most types of inflammation, these carbuncles may be classi- 
fied as acute (Cases IV and V), subacute (Cases II and III) 
and chronic (Case I). In the last-mentioned type of case, 
they may mimic a renal neoplasm as they become encap- 
sulated. If allowed to proceed without treatment, the acute 
carbuncle may rupture into the perinephric tissues and 
form a perinephric abscess, or burst into the calyces or 
pelvis. Both of these complications occurred in Case IV, in 
which treatment was unavoidably delayed. 

Renal carbuncle generally affects one kidney only and 
that in its upper pole, as occurred in all cases in this 
report. However, it may occur in any part of the renal 
cortex, and occasionally both kidneys may be the seat of 
this lesion. 

These five cases! are presented here to show that the 
correct surgical treatment in all instances, even when the 
kidney appears to be very badly damaged, as in Case IV, is 
to scoop out the carbuncle after incising it. There is no 
need for any further operative procedure, such as suture of 
the kidney or partial or total nephrectomy. This procedure 
is aided by the administration of the correct antibiotics, 
which depends on testing the sensitivity of the organism 
against them. 

In very early cases, it may be possible to abort the 
carbuncle as in the case described by Welsh and Pratten 
(1949); but of course one can never be sure of the 
diagnosis until the lesion is exposed at operation. 


Clinical Records. 


In order to avoid repetition, certdin facts common to all 
these reports will be mentioned here. 

The organism was grown on culture from the carbuncle 
in all cases and found to be a hemolytic Staphylococcus 
aureus, which was sensitive to penicillin in Cases II, III 
and IV. In Case V it was insensitive to penicillin but 
sensitive to aureomycin. Case I occurred in the pre- 
antibiotic era. 
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‘Operative technique was the same in all instances— 
namely, the kidney was approached through the loin, the 
earbuncle was incised and its contents were scooped out 
with the finger. A drainage tube was placed down to but 
not into the resultant cavity in the kidney. The parietes 
were sutured in layers with interrupted chromicized catgut 
sutures and the skin with nylon. 


Pach patient was able to be followed from six months to 
two years, and all were found to be well. In each instance, 
an excretion pyelogram was taken, usually about six 
months after operation, and this showed the kidneys to be 
both anatomically and functionally normal. 


Case I.—This patient was treated in 1941 at the Mater 
Misericordiz Hospital, Newcastle. He was a farmer, aged 
sixty-five years, who had been a constant sufferer from 
furunculosis for many years. For the three months prior 
to his admission to hospital he had noticed an aching pain 
in the right loin. He felt continuously tired and “off- 
colour”. There were no other symptoms at all. 


Examination of the patient on his admission to hospital 
disclosed him to be a pale man whose tongue was furred 
though moist. His temperature was 99° F. (its daily range 
before operation being from 98:4° to 100° F.). His pulse 
rate was 85 per minute and his respirations numbered 20 
per minute. His blood pressure was 200 millimetres of 
mercury, systolic, and 110 millimetres, diastolic. 


There was active furunculosis of the skin of the back 
from which a hemolytic staphylococcus was grown on 
culture. There were also the numerous scars of previously 
healed lesions. 

There was a large, smooth, rounded, slightly tender mass 
in the right side of the abdomen. It did not move on 
respiration. It was resonant to percussion. All other 
systems were normal, as was the urine. 


A full blood count revealed 4,000,000 red cells per cubic 
millimetre and a hemoglobin value of 90% (Haldane). 
There was a leucocytosis of 20,000 white cells per cubic 
millimetre, 85% of which were neutrophile cells. No 
attempt at blood culture was made. 


An excretion pyelogram showed a normal left kidney. 
The right kidney shadow was enlarged, especially in the 
region of the upper pole, and it did not move on respira- 
tion. The upper and middle calyces were flattened and 
pushed together by a mass in the upper pole. The function 
of this kidney was poor compared with that of the left 
kidney. : 

These findings were confirmed by cystoscopic examina- 
tion and retrograde pyelography. The urine from the 
right kidney was normal, but the excretion of indigo- 
carmine was delayed and the dye was poorly concentrated 
from that kidney. 


Operation was performed on the following day, the 
kidney being explored through the loin. The kidney was 
difficult to approach, owing to the presence of numerous 
inflammatory adhesions anchoring its upper pole to the 
parietes. When these were cautiously divided by blunt 
dissection, the upper pole of the kidney was seen to be 
grossly distended by a large, soft mass, red in some places, 
yellow in others. Cautious probing with the finger released 
a large quantity of odourless pus and necrotic material, 
which established the diagnosis of renal carbuncle. The 
whole mass was scooped out with the finger as described 
above. 


Convalescence was uneventful, except that in spite of the 
exhibition of the sulphonamides, the wound incurred a 
mild staphylococcal infection which cleared up within three 
weeks, the wound being finally healed in four weeks. 
During the first two weeks of convalescence, the tempera- 
ture ranged from 98° to 100° F., but thereafter it was 
normal. 


This patient had a chronic renal carbuncle due to a 
single “spillover” type of blood-stream infection. It was in 
_the days before the antibiotics; nevertheless, the result 
showed the value of removal of the carbuncle without 
further interference with the kidney. 











CasE II.—This was a case of subacute right renal 
carbuncle. The patient! was an infantryman, aged twenty 
years, who, whilst on jungle patrol four weeks prior to his 
admission to hospital, sustained a mite bite on his left arm. 
This became infected, but healed within ten days, though 
no treatment was given. Two weeks later he noticed an 
aching pain in the right loin, together with occasional 
rigors and sweats. The pain became worse, and a vague 
tender swelling developed in the loin. 


On his admission to hospital, the patient’s temperature 
was 100° F. The pulse rate and respiration rate were 
normal, as also was the blood pressure. There was a small 
healed scar on the radial border of the left forearm. Some 
tenderness was elicited on the right side of the abdomen. 
A very tender diffuse swelling was present in the right loin. 
All other systems and the urine were normal. A white cell 
count showed 18,500 white cells per cubic millimetre, 75% 
being neutrophile cells. No attempt was made at culture 
of microorganisms from the blood. 


At that time, no X-ray facilities were available. 


The right kidney was explored through the loin. It was 
found that the loin swelling was not due to a perinephric 
abscess, but to inflammatory cedema of all muscle layers 
from a large carbuncle which was found in the upper pole 
of the kidney and dealt with as already described. 


Convalescence was uneventful, and the wound healed 
without infection within three weeks. The temperature 
swung between 99° and 101° F. for six days and then 
remained normal. Penicillin had been given from the time 
of the patient’s admission to hospital, 15,000 units being 
given each three hours for ten days until a total of 
1,200,000 units had been given. 


Case III.—This was a case of subacute right renal 
carbuncle. The patient was a gunner, aged eighteen years, 
who. developed an infection of a mite bite on the right 
forearm whilst on jungle patrol eight weeks prior to his 
admission to hospital. The wound was not treated, but it 
healed in three weeks. At this time, he became tired and 
languid and had an occasional rigor and sweat. A week 
later he complained of an aching pain in the right loin, 
which increased in severity so that he was admitted to 
hospital. 

Examination showed the patient to be a sick-looking man 
with a temperature of 100° F. The pulse rate, respiratory 
rate and blood pressure were normal. His tongue was dry 
and furred. There was some tenderness on the right side 
of the abdomen, and a localized area of exquisite tenderness 
in the right renal angle. No loin swelling was present. 
All other systems and the urine were normal. A leucocyte 
count gave a result of 25,000 per cubic millimetre, 85% of 
which were neutrophile cells. No attempt at blood culture 
was made. No X-ray facilities were available at that time. 


Operation was performed on the day after his admission 
to hospital, a large renal carbuncle being found in the 
upper pole of the right kidney. It was dealt with in the 
routine manner described above. 


Convalescence was uneventful, the temperature falling to 
normal within a week. The wound healed within ten days, 
but the tube sinus took another week to heal, there having 
been a profuse discharge through it. From the day of his 
admission to hospital penicillin was given, 15,000 units 
every three hours for ten days until 1,200,000 units had 
been given. 

Both in this and in the previous case the carbuncle was 
due to a single “spill-over” type of blood-stream infection, 
and the cases were very similar. Both patients were cured 
by scooping out of the carbuncle together with the adminis- 
tration of penicillin, as the organism was _ penicillin- 
sensitive. The penicillin was given in very small amounts 
owing to the shortage of supply at that time. 

Case IV.—This was a case of acute right renal carbuncle 
occurring in the course of a continuous blood-stream 
infection. The patient was a private soldier, aged twenty- 





1The patients in Cases II, III and IV were all treated in the 
surgical division of an Australian casualty ciearing station in a 
forward area in New Guinea in 1943. 
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one years, who had a small staphylococcal abscess of his 
right arm following a mite bite. This healed rapidly after 
incision, but he then developed an irregularly raised tem- 
perature, daily swinging from 99° to 102° F. This was 
associated with rigors and sweats. He gradually grew 
very ill during the six weeks prior to his admission to 
hospital, becoming cachectic and anemic. During this 
time he noticed an aching pain in the right loin, at first 
mild, but later severé in intensity. However, two days 
before his admission to hospital, this pain suddenly ceased, 
and the patient’s urine became milky in appearance with 
small masses of debris floating in it. This was associated 
with attacks of right renal colic, frequency of micturition 
and scalding on micturition. 


Examination of the patient on his admission to hospital 
showed him to be very ill. He was wasted, febrile and 
anemic, with a dry, furred tongue. His skin was dry, red 
and hot to the touch. His temperature was 103° F., his 
pulse rate was 120 per minute and the pulse was bounding 
in character. His respirations numbered 30 per minute. 
His blood pressure was 100 millimetres cf mercury, systolic, 
and 70 millimetres, diastolic. Tenderness and rigidity 
were present all over the right side of the abdomen. There 
was a large, tender, diffuse swelling in the right loin. All 
the other systems were normal. The urine contained much 
pus, and a hemolytic Staphylococcus aureus was grown 
on culture from it. A blood culture yielded a growth of a 
similar organism. A full blood count gave the following 
information: the red cells numbered 2,000,000 per cubic 
millimetre and the hemoglobin value was 40%; the white 
cells numbered 25,500 per cubic millimetre, 85% being 
neutrophile cells. At that time there were no radiological 
facilities available. 


Treatment was instituted with a blood transfusion, which 
was repeated from time to time during his _ illness. 
Operation was performed on the day after his admission to 
hospital, the right kidney being explored through the loin. 
A large perinephric abscess was first found. This was 
arising from a large carbuncle in the upper pole of the 
kidney. When this was scooped out, it was seen to have 
ruptured also into the upper major calyx of the kidney. 
From the carbuncle was grown a similar staphylococcus to 
that already found in the urine. 


‘ After an improvement lasting for two days only, he had 
a rigor and his temperature rose to 104° F. In spite of 
the oral administration of 24 grammes of sulphathiazole in 
the next three days, blood culture again yielded a growth 
of a hemolytic staphylococcus. (All staphylococci grown 
on culture in this case, whether from kidney, urine, blood 
or lung, were later shown to be penicillin-sensitive. ) 


Penicillin now became available and was given with 
dramatic results, though it was of necessity used in what 
are now realized to be very small doses—namely, 15,000 
units given intramuscularly every three hours for the next 
sixteen days until a total of 2,000,000 units had been given. 
Within three days he looked and felt better. His tempera- 
ture fell to normal in nine days. The pus disappeared from 
the urine in ten days, and the loin wound, through which 
urine had escaped for a week, healed in twenty days. 


However, three days after the cessation of penicillin 
therapy, the temperature again rose to 104° F. and he 
developed a severe right-sided pleural pain due to con- 
solidation of the lower lobe of the right lung with accom- 
panying pleurisy. A blood culture again yielded a growth 
of the same organism as before, and it was also found in 
the sputum. A further course of 1,500,000 units of penicillin 
was given over the next twelve days. Again, the patient’s 
condition rapidly improved, the temperature becoming 
normal in five days. A pleural effusion appeared, but was 
cured after the aspiration of 450 cubic centimetres of clear 
sterile fluid. The lung consolidation rapidly resolved, and 
two.weeks after its appearance the lungs were normal. 
From then on convalescence was uneventful. 


This case illustrates an acute renal carbuncle occurring 
in the course of a severe continuous staphylococcal blood- 
stream infection. Lung involvement in the form of 


staphylococcal pneumonia also supervened. The serious 


effect on the kidney of delay in the diagnosis and treatment 
of the acute carbuncle was shown, in that the carbuncle 
ruptured outward into the perinephric space and inwards 
into the upper major calyx. This patient was very ill, and 
there is no doubt that penicillin was required to cure the 
blood-stream infection, whereas all that was necessary for 
the local treatment of even this severely damaged kidney 
was to scoop out the carbuncle-only with conservation of 
the kidney. This was the type of renal lesion that once 
was always treated by nephrectomy. 


Case V.—This case was one of acute right renal carbuncle 
due to a clinically continuous infection of the blood-stream 
by a penicillin-insensitive, aureomycin-sensitive, hemolytic 
Staphylococcus aureus from a breast abscess caused by 
infection from the patient’s infant. The patient was a 
married woman, aged twenty-seven years. Six weeks prior 
to her admission to the surgical department of the Royal 
North Shore Hospital in October, 1952, she was confined of 
a boy in that hospital’s obstetric department. The birth 
was normal, as also was the puerperium. However, the 
baby suffered from mild umbilical sepsis; unfortunately no 
culture was attempted, but the infection clinically 
appeared to our pediatrician, Dr. Clair Isbister, to be 
exactly similar to those lesions of other babies from which 
Staphylococcus aureus is grown on culture. The infant 
quickly recovered with local treatment, so that he was able 
to go home with his mother on the tenth day. 


The patient then developed an inflammation of the left 
breast, which, in spite of the administration of 600,000 
units of penicillin daily for three weeks by her family 
doctor, developed into two breast abscesses, one of which 
was incised four weeks and the other five weeks after her 
confinement. Pus was obtained from both abscesses, but 
no culture was attempted. From the description given, 
they were typical staphylococcal abscesses. In addition. 
the patient had noticed that ever since her discharge from 
hospital she had suffered night sweats, which became so 
severe that she frequently had to change her nightdress. 


At the time the second breast abscess was opened, she 
first noticed an aching pain in the right hypochondrium, 
which was more severe on inspiration. It was associated 
with frequency of micturition, but no scalding, the urine 
being passed every half hour by day and every second hour 
at night. In the two days prior to her admission to hospital, 
this pain had moved into the right loin. 


On her admission to hospital, the patient was a pale, 
sick-looking woman with a furred, dry tongue. Her tem- 
perature was 102° F., her pulse rate was 110 per minute 
and her respirations numbered 25 per minute. Her blood 
pressure was 120 millimetres of mercury, systolic, and 80 
millimetres, diastolic. Her skin was hot, dry and flushed. 
There were one healed incision and another healing 
incision in the left breast on the outer side of the nipple. 
Tenderness and rigidity were present in the right side of 
the abdomen, especially in the right hypochondrium and 
the right renal angle. All other systems were normal, as 
was the urine. 

A leucocyte count showed that there were 18,250 white 
cells per cubic millimetre, 78% of which were neutrophile 
cells. A blood culture was attempted, but no organisms 
were isolated. 

An X-ray examination of the chest revealed normal lung 
fields. A plain X-ray film of the abdomen and renal tracts 
revealed no abnormality. Both kidneys moved on respira- 
tion, and the psoas muscle shadows were normal and 
equivalent on both sides. An excretion pyelogram was to 
have been taken when, four days after her admission to 
hospital, the patient’s general condition deteriorated in 
spite of the fact that she was receiving 500,000 units of 
penicillin intramuscularly every six hours. At this time 
a definite swelling had developed in the right loin, and it 
was thought that she had a perinephric abscess. 


Operation was performed through the right loin. The 
swelling was due to inflammatory cdema of all layers of 
the parietes and not to a perinephric abscess. A renal 
carbuncle was found in the upper pole of the kidney. This 
was incised and the contents were scooped out. 
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Although the patient’s general condition improved, 
nevertheless her temperature remained high, swinging 
from 99° to 103° F., although she was still receiving 
penicillin. She still had a leucocytosis of 28,400 per cubic 
millimetre, of which 88% were neutrophile cells. A further 
attempt at blood culture gave a negative result. The reason 
for the lack of improvement was found when the pus from 
the carbuncle was grown on culture. A hemoiytic 
Staphylococcus aureus was grown, which was insensitive to 
penicillin but sensitive to aureomycin and streptomycin 
and, to a lesser extent, to “Chloromycetin” and terramycin. 
Aureomycin was thereupon given by mouth, two grammes 
per day. Within four days the temperature had fallen to 
normal and it remained so (see Figure I). The aureomycin 
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Figure I. 


was suspended after seven: days because of the patient’s 
excellent condition and because she was having some 
ill-effects. She had vomiting and diarrhea, in spite of the 
administration .of vitamin B. In addition, all this time she 
had insisted on breast-feeding the baby, and he too started 
to vomit and have diarrhea. These symptoms ceased in 
both mother and child when the aureomycin therapy was 
suspended. 


The patient was then very well, and the wound healed in 
three weeks, when she was discharged from hospital. 


Clinically this patient was suffering from a continuous 
blood-stream infection rather than a “spill-over” infection, 
even though attempted blood culture never gave a positive 
result. This is, of course, a common finding in many 
blood-stream infections. Here again, as in Case IV, the 
operation on the carbuncle cured it, but it needed aureo- 
mycin to cure the blood-stream infection. It is interesting 
to note that when the mother suffered toxic effects from 
the aureomycin so did the breast-fed infant. 


Discussion. 
Ai tiology. 


The focus of infection of these renal carbuncles was a 
skin lesion in Cases I to IV and a breast abscess in Case V. 
Cases II, III and IV occurred during jungle warfare in New 
Guinea, where insect bites or scratches from vegetation 
were very prone to infection. 


In 85 cases of minor skin abrasions seen there during the 
war (Rose, 1948), each infected by hemolytic Staphylo- 
coccus aureus, of which all except one were sensitive to 
penicillin, there were ten cases of blood-stream invasion— 
five of the single “spill-over” type, causing one metastatic 
abscess each, one of repeated “spill-overs”, and four of 
continuous blood-stream infection. These show how prone 
the kidney is to be damaged in staphylococcal blood-stream 
infections, because there were three cases of renal 
carbuncle (Cases II, III and IV in this paper), one true 
perinephric abscess and one case of staphylococcal 
pyelonephritis. 

This was in 1943 when penicillin was just being made 
available. The staphylococci from 84 of the 85 cases were 
penicillin-sensitive, so that one may assume that, could the 
patients have been treated earlier with penicillin, none of 


the blood-stream infections would have arisen. Even so, all 
these were cured except the patient whose infecting 
organism was insensitive to penicillin. However, now that 
penicillin-insensitive staphylococci are appearing more 
frequently, one will probably see more examples like Case 
V, if early infections are treated for a long time with 
penicillin without response, as was done in this case. 


Dr. Clair Isbister has noticed recently a surprising 
number of breast abscesses due to penicillin-insensitive 
staphylococcus, whereas previously these were rare. These 
cases can be diagnosed only by the testing of all organisms 
for sensitivity towards the available antibiotics, so that 
cases such as Case V can be dealt with early with the 
correct antibiotic instead of by the routine administration 
of penicillin, and serious general complications can be 
prevented. 


Case V raises some interesting points. The cause of the 
mother’s breast abscesses was almost certainly the infant’s 
umbilical infection. Through an oversignt no culture from 
this was ever attempted. However, the child was placed 
under the care of Dr. Clair Isbister, who has done much 
work on the relationship of sepsis in infants to maternal 
mastitis (Isbister, 1952). It was a typical staphylococcal 
lesion of the umbilicus, and undoubtedly caused the 
mother’s mastitis from which her renal carbuncle even- 
tually developed. Isbister (1952) has shown by phage 
typing that the staphylococcus of the infant’s infection is 
always the same as that infecting the mother, and hence, if 
this cross-infection between mother and child can be pre- 
vented, then such lesions as breast abscess and renal 
carbuncle will not appear. Should cross-infection fail to be 
prevented, then, if the infant’s organism and its sensitivity 
to the antibiotics are known, the mother can be early 
treated with the correct antibiotic and serious complica- 
tions prevented. 


Diagnosis. 


Little need be said about the diagnosis that has not 
already appeared in the literature. Only in Case I was 
it possible to carry out a full diagnostic urological 
“workup”. In Cases II, III and IV there were no X-ray 
facilities available, and the patient in Case V became too 
ill too quickly to await full investigation. However, all 
signs pointed unequivocally to the affected kidney. 


Two patients (Cases II and V) each had swelling in the 
loin as in a perinephric abscess. However, in neither case 
was the swelling due to a perinephric abscess. It was due 
to inflammatory edema of all layers of the parietes caused 
by the underlying renal carbuncle. This may cause a 
diagnostic error, but so long as exploration is undertaken, 
the correct treatment will be administered. At times, too, 
in septicemic states abscess formation may occur in the 
lumbar musculature, but this puzzle will be solved on 
exploration. 


Treatment. 


These five cases show without doubt that the correct 
treatment of renal carbuncle is simply to incise the 
carbuncle and scoop it out of the kidney. This is quite 
sufficient, and there is no need to perform total or partial 
nephrectomy. The treatment must be aided by the correct 
antibiotics, which, perhaps not so essential in those cases 
in which the lesion is the result of a single “spill-over” 
infection of the blood-stream, are most essential when the 
lesion is but an episode in a continuous blood-stream 
infection as in Cases IV and V. Even a severely damaged 
kidney as in Case IV responds to the simple treatment 
outlined. 


Summary. 


Five cases of renal carbuncle, one chronic, two subacute 
and two acute, are discussed. Three were due to the single 
“spillover” type of blood-stream infection, one occurred 
during a proved continuous blood-stream infection and one 
during the course of clinical septicemia. All were due to 
a hemolytic Staphylococcus aureus, which in four cases 
was sensitive to penicillin and in one to aureomycin but 
not to penicillin. Four carbuncles followed skin infections 
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and one a breast abscess, which itself was due to the 
infected umbilicus of the mother’s baby. All were treated 
by incision and scooping out and draining of the carbuncle, 
together with administration of the appropriate antibiotic. 
All patients were able to be followed up and shown to 
regain normal kidneys. 
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LEAD INTOXICATION IN THREE FAMILIES. 





By ANN BRIDGE, 


Medical Registrar, Children’s Hospital, 
Melbourne. 





THE occurrence of lead poisoning in children has long 
been recognized, and, although much is known about the 
subject, the diagnosis is often difficult to make and may be 
overlooked. 

The purpose of this paper is to report cases of lead 
intoxication in three families who live in Melbourne, all 
in the same area, and who have been poisoned from the 
same source of lead. This series of cases was discovered 
as a result of the investigation of one child, who was 
admitted to hospital in August, 1952. 


Review of the Literature. 


When the English and American literature for the past 
twenty-five years is reviewed, only five reports of lead 
intoxication occurring in families can be found, although 
reports of single cases and series are numerous. 

All familial cases were from America, and all were due 
to the burning of storage battery casings. (Williams et 
alii, 1933; Alexander et alii, 1941; Bourne et alii, 1944; 
Spizer, 1947.) 

Cooper (1947) reported a widespread epidemic involving 
19 children from eight families in Virginia. Of these 19 
children only five had any symptoms of lead poisoning. 
One infant presented with lead encephalopathy; one infant 
presented with frequent crying and vomiting; two children 
presented with nausea, vomiting and headache; and one 
child: presented with aching pains in the legs. 

All the 19 children were found on investigation to have 
signs of increased lead absorption. The adults of the 
families were not investigated. 


In the literature in languages other than English, nine 
reports of familial lead poisoning have appeared in the 
last twenty-five years. Of these nine families, four were 
poisoned from their drinking water, two from flour milled 
with lead-mended grindstones, and one from tetra-ethyl 
lead, and in the remaining two families I am unable to 
find the source. 

There has been no report of familial lead poisoning in 
the Australian literature in the last twenty-five years. 


Case |. 


On August 19, 1952, an eighteen months old baby, K.K., 
was admitted to the Children’s Hospital, Melbourne. He 
had been well until six hours before, when he began to 
pass watery, offensive, blood-streaked stools, and three 
hours later had a prolonged convulsive seizure. He had 
never had convulsions before and his development had 
been normal. All other members of the family were quite 
well. 

Examination disclosed the baby to be sick, drowsy and 
irritable, with a temperature of 101° F. There was a left 
lateral rectus weakness which had been present for some 
months. The fundi were normal arfd no other abnormality 
could be found on full clinical examination. Soon after his 
admission to hospital he passed a watery, blood-streaked 
stool, and at this stage a diagnosis of gastro-enteritis with 


toxemia and convulsions was made. Lumbar puncture 
revealed cerebro-spinal fluid under a pressure of 250 milli- 
metres of water while the baby was lying quietly. Micro- 
scopic examination of the fluid revealed 10 lymphocytes 
per cubic millimetre, and the protein content was 110 
milligrammes per centum. Ward testing of the urine 
revealed a trace of albumin, much acetone and an “orange” 
result to tests for sugar with Benedict’s solution. 


While the cerebro-spinal fluid and urinary changes were 
unusual, it was thought that they could be compatible with 
the diagnosis of gastro-enteritis in a baby who had just 
recovered from a convulsive seizure. Treatment was begun 
with the oral administration of glucose fluids. 


Two hours after his admission to hospital the baby had 
another convulsive seizure, which was controlled with an 
intramuscular injection of “Sodium Amytal”. The follow- 
ing day his condition was a little improved, but he was still 
very irritable. He had moderately severe diarrhea, but 
was taking fluids well and not vomiting. No further 
abnormality was detected on the second clinical examina- 
tion. Ward testing of the urine twelve hours after his 
admission to hospital and on every subsequent occasion 
gave normal findings, and microscopic examination of the 
urine revealed no abnormality. 


Culture of the first specimen of feces produced a growth 
of the Shigella of Flexner, which confirmed the original 
diagnosis, and treatment was continued with diet and 
“Chloromycetin”. 


Three days after his admission to hospital, lumbar 
puncture was again performed, and on this occasion 
examination of the cerebro-spinal fluid revealed nine 
lymphocytes and 17 polymorphonuclear leucocytes per cubic 
millimetre and a protein content of 170 milligrammes per 
centum and a sugar content of over 50 milligrammes per 
centum. 


The baby continued to look moderately sick and was 
irritable and difficult with feedings, but gave no particular 
cause for worry until August 28, nine days after his admis- 
sion to hospital, when he again had a convulsive seizure. 
It was then considered that further investigation was 
necessary. The parents were closely questioned as to the 
possibility of contact with lead, but could think of no 
possible source. 

On August 28, radiological examination of the skull 
revealed slight separation of the occipital sutures, and 
X-ray examination of the long bones revealed opaque bands 
at the metaphyseal ends, suggestive of lead poisoning. A 
blood examination showed the hemoglobin value to be 47% 
(6-8 grammes per centum), and the white cells to number 
29,800 per cubic millimetre; the proportion of reticulocytes 
was 1-8% and that of stippled cells 1-5%. 


From the radiological findings, the blood picture and the 
previously noted cerebro-spinal fluid and urinary changes, 
a diagnosis of lead poisoning with encephalopathy, asso- 
ciated with dysentery due to the Shigella of Flexner, was 
made. To endeavour to promote deposition of the circu- 
lating lead in the bones, an intramuscular injection of 
calcium gluconate was given and four grammes of calcium 
lactate were added to the daily feedings. Repeated lumbar 
punctures were performed and sedation was employed. A 
blood transfusion was also given. 


On September 1, a twenty-four hour specimen of urine 
was assayed and found to contain 0-185 milligramme of 
lead per litre. (The normal content is less than 0-1 milli- 
gramme per litre.) 

Blood examination showed the hemoglobin value to be 
88% (12-8 grammes per centum) and the stippled cell 
percentage to be 0:8. This rapid fall in the stippled cell 
count was presumably due to the blood transfusion. 


After blood transfusion, sedation and the addition of 
calcium to the diet, the baby’s condition rapidly improved. 
He had no further convulsions, took his feedings better 
and became less irritable. The diarrhea had ceased by 
this time, and stool cultures gave negative results. Con- 
valescence was then uneventful, and he was discharged 
home thirty-eight days after his admission to hospital, 
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taking a diet of high calcium content. On his discharge 
from hospital he appeared to be a normal child. The final 
lumbar puncture showed that the cerebro-spinal fluid was 
under a pressure of 110 millimetres of water and contained 
nine lymphocytes per cubic millimetre with 20 milli- 
grammes per centum of protein. 


He has been closely followed in the six months since his 
discharge from hospital and the investigations have been 
repeated several times. His parents were quite satisfied 
with his progress and noticed no abnormality until 
January, 1953, four months after his recovery from the 
original “illness, when he again developed diarrhea and 
they noticed some facial twitching. He was readmitted to 
hospital for assessment, and was then aged two years. No 
clinical abnormality was found apart from the left internal 
strabismus previously noted. The fundi were normal and 
he was walking well but did not talk at all. On January 
20, ward testing and microscopic examination of the urine 
revealed no abnormality. A blood examination gave the 
following results: the hemoglobin value was 80% (11-6 
grammes per centum), the white cells numbered 7500 per 
cubic millimetre; the percentage of reticulocytes was 1-6, 
and that of stippled cells 0-3. Urinary lead estimation 
showed a fall to 0-08 milligramme per litre (normal, less 
than 0-1 milligramme per litre). 


The child had moderately severe diarrhea, which settled 
down quickly, and no pathogens were isolated from the 
feces on this occasion. No twitching or convulsions were 
observed in hospital. He was again discharged home, 
apparently well, but it is impossible to be certain at this 
stage whether or not he will have any residual effects from 
the encephalopathy. 


Investigation of the Source of Lead. 


When the diagnosis of lead poisoning was made in this 
case, it was necessary to establish the source of lead so 
that the child could be removed from danger and to ensure 
that others were not endangered from the same source. 
This aspect of the investigation was carried out_first by the 
almoner to the Clinical Research Unit of the Children’s 
Hospital and later by the Department of Health. 


The almoner visited the home of K.K. and his parents 
and inspected the house and its surroundings. She found 
that they lived in an old and condemned house in a narrow 
lane, and that opposite the house was a coffin factory. This 
factory manufactured coffins which were ornamented with 
lead handles and figures. The lead used in these fittings 
was moulded and polished in the back of the factory, and 
there were two extractor fans which blew the dust from 
the factory into the lane. There were also many small 
waste pieces of lead lying in the gutters of the lane outside 
the factory and opposite the houses. The children in the 
street were in the habit of collecting these pieces of lead 
to play with. : 

There were three houses in the lane immediately opposite 
the factory. Mr. and Mrs. K. lived in the centre one of 
these houses and had two children—K.K., presented as 
Case I, and S.K., aged: three years and four months. 


Mrs. U., with her brother Mr. B. and two children, K.U. 
aged six years, and R.U. aged two years and nine months, 
lived on one side, and Mr. and Mrs. D., with their baby 
J.D., aged thirteen months, on the other. 

All of the houses were then investigated by the Depart- 
ment of Health, and it was found that the dust on the walls 
and floors contained a high percentage of lead. It was 
reported that there was a serious risk of children absorb- 
ing excessive quantities of lead through touching the floors 
and walls, especially young children who crawl and sit 
about on the floors and the ground. In addition, the older 
children, as has previously been mentioned, collected and 
played with, and probably sucked, the lead pellets from the 
gutters. 

Investigation of all available members of these three 
families was then undertaken. The urine for lead estimates 
from both adults and children was collected in hospital, 
and all precautions were taken to prevent contamination 
with lead from outside sources. 





Case I (K.K.) has already been discussed and initiated 
the investigation. 


Case Il. 


S.K., aged three years and four months, was an 
apparently perfectly healthy child. There were no abnormal 
clinical findings. On September 11, 1952, radiological 
examination of the long bones revealed dense bands at the 
metaphyseal ends compatible with the diagnosis of lead 
poisoning. A blood examination showed that the hemo- 
globin value was 92% (13-3 grammes per centum), and the 
white cell count was 17,700 per cubic millimetre; stippled 
cells were in the proportion of 0-25%. The urine was 
normal on ward testing and microscopic examination. The 
urinary lead content was 0-11 milligramme per litre. 


On November 27, two months after the child’s removal 
from the source of lead, a blood examination showed that 
the hemoglobin value was 90% (13-1 grammes per 
centum), and the white cell count was 21,400 per cubic 


‘ millimetre; reticulocytes were in the proportion of 2-3%, 


and stippled cells 0-14%. The urine was normal on ward 
testing and microscopic examination. The urinary lead 
content was 0-15 milligramme per litre. 


The stippled cell count on the first occasion and the 
reticulocyte count are slightly raised. Radiological changes 
are present, and the urinary lead content is raised. While 
the child is clinically well, there is definite evidence of 
lead absorption. 


Both this child and K.K. had lived in the house all their 
lives. 


Case Ill. 


Mr. K., aged thirty years, had lived in the house for the 
last twenty-five years. However, the coffin factory had 
been in its present site for only ten years. Mr. K. was a 
healthy man without symptoms, and there were no 
abnormal physical signs except for a slight hypertension— 
his blood pressure was 160 millimetres of mercury, systolic, 
and 100 millimetres, diastolic. No lead line was present 
in the gums, although the teeth were carious and there 
was some gingivitis. 


On September 9, 1952, a blood examination showed that 
the hemoglobin value was 114% (16-5 grammes per 
centum), and the white cell count was 9700 per cubic 
millimetre; the proportion of reticulocytes was 1-0%, and 
of stippled cells 0-25%. The urine was normal on ward 
testing and microscopic examination. The urinary lead 
content was 0-47 milligramme per litre. 


On October 18, one month after his removal from the 
source of lead, the urinary lead content had fallen to 0-02 
milligramme per litre. There was no significant change in 
the blood picture. 


Case IV. 


Mrs. K., aged twenty-two years, had lived in the house 
for four years. She also was perfectly well and without 
abnormal physical signs. 


On September 24, 1952, a blood examination showed the 
hemoglobin value to be 86% (12-5 grammes per centum), 
and the white cell count was 6000 per cubic millimetre; the 
proportion of reticulocytes was 0-9%, and of stippled cells 
0-2%. The urine was normal on ward testing and micro- 
scopic examination. The urinary lead content was 0-55 
milligramme per litre. 

On October 20, one month after the subject’s removal 
from the source of lead, the urinary lead content had 
fallen to 0-24 milligramme per litre. There was no signifi- 
cant change in the blood picture. 


Comment. 


Both this adult and her husband (Case III) show very 
high concentrations of lead in the urine in the absence of 
symptoms and signs. The urinary lead content fell rapidly 
after their removal from the source. Although it is unusual 
to find such low stippled cell counts and the absence of 
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signs, it must be presumed that excessive absorption of 
lead had been occurring to account for the increased 
excretion of lead. 


Case V. 


K.U., aged six years, had lived in the house all his life 
and had never been a healthy child. There had been no 
definite symptoms, but he had failed to thrive and had 
lacked energy. He had previously been investigated in the 
Childten’s Hospital and found to have a congenital heart 
lesion, probably an atrial septal defect. Examination 
showed him to be an underweight child with no physical 
abnormality apart from the congenital heart lesion. 


On September 1, 1952, a blood examination showed the 
hemoglobin value to be 84% (12-2 grammes per centum); 
the proportion of reticulocytes was 1-8%, and of stippled 
cells 0-3%. The urine was normal on ward testing and 
microscopic examination. The urinary lead content was 
0-03 milligramme per litre. Radiological examination of 
the long bones gave equivocal findings. 


On November 27, the child had just recovered from a 
severe attack of varicella. A blood examination showed 
the hemoglobin value to be 92% (13-3 grammes per 
centum); the proportion of reticulocytes was 2-1%, and of 
stippled cells 0-04%. The urinary lead content had risen 
to 0-1 milligramme per litre. - 


Although the child had been removed from the source of 
lead for two months, it is presumed that in the course of 
the acute infection lead was mobilized from the bones, and 
that this had caused the rise in urinary lead level. There 
seems to be little doubt of the presence of excessive lead 
absorption in this child also. 


Case VI. 


R.U., aged two years and nine months, had also lived in 
the house all his life. He had been unwell for three 
months, was irritable and eating poorly, and had failed to 
gain weight. He had complained of attacks of moderately 
severe abdominal pain and had been constipated. No 
abnormality could be found on clinical examination. 


On September 11, 1952, a blood examination showed the 
hemoglobin value to be 84% (12-2 grammes per centum); 
the proportion of reticulocytes was 1-2%, and of stippled 
cells 0-19%. The urine was normal on ward testing and 
microscopic examination. The urinary lead content was 
0-43 milligramme per litre. Radiological examination of 
the long bones showed changes compatible with lead 
poisoning. 


On October 20, one month after the child’s removal from 


the source of lead, the urinary lead content had fallen to 
0-02 milligramme per litre. 


On November 27, the child had just recovered from 
varicella, and after this acute infection the urinary lead 
level was again raised to 0-22 milligramme per litre as a 
result of mobilization of lead from the bones. This child 
therefore had symptoms of lead poisoning in the abdominal 
pain, constipation and anorexia, and the positive radio- 
logical signs and raised urinary lead level. 


Case VI}. 


Mrs. U., aged twenty-eight years, had lived in the house 
all her life. She had not been well for several years. There 
were no specific symptoms, but she complained of malaise, 
anorexia, loss of weight and aching pains in the limbs. 
Examination revealed her to be a thin woman who did not 
look well, but there were no abnormal physical signs. 

On September 24, 1952, a blood examination showed the 
hemoglobin value to be 80% (11-6 grammes per centum) ; 


the proportion of reticulocytes was 1-2%, and of stippled 
cells 0-2%. The urine was clear on ward testing and 


microscopic examination. The urinary lead content was 
0-13 milligramme per litre. 
On November 27, two months after her removal from the 


source of lead, she felt much better, and was eating well 
and had gained weight. A blood examination showed that 


the hemoglobin value was 92% (13-3 grammes per 
centum—a rise of 1-7 grammes); the proportion of reticulo- 
cytes was 0-8% (a fall of 0-4%), and of stippled cells 
0-02% (a fall of 0-18%). The urinary lead content had 
fallen to 0-06 milligramme per litre. 


This woman was the only one of the adults to have 
symptoms, and, although signs are lacking, the urinary 
lead level is an indication of increased lead absorption. 


Case VIII. 


Mr. B. (brother of Mrs. U.), aged forty years, had lived 
in the house for the last thirty years. He was well, and 
the only physical abnormality was hypertension—his blood 
pressure was 200 millimetres of mercury, systolic, and 130 
millimetres, diastolic. 

On September 24, 1952, a blood examination showed that 
the hzemoglobin value was 92% (13-3 grammes per 
centum); the proportion of reticulocytes was 1-5%, and of 
stippled cells 034%. The urine was normal on ward 
testing and microscopic examination. The urinary lead 
content was 0-11 milligramme per litre. 

On November 27, two months after the subject’s removal 
from the source of lead, the urinary lead content was 0-095 
milligramme per litre. 

Again there is evidence here, from the blood examination 
and urinary lead level, of increased lead absorption. 


Case IX. 


J.D., aged thirteen months, had lived in the house all his 
life. He was a healthy baby with no abnormal physical 
signs. 

On September 24, 1952, radiological examination of the 
long bones revealed metaphyseal densities compatible with 
the diagnosis of lead intoxication. A blood examination 
showed the hemoglobin value to be 70% (10-2 grammes 
per centum); the proportion of reticulocytes was. 1:7%, 
and of stippled cells 0-6%. . The urine was clear on ward 
testing and microscopic examination. The urinary lead 
content was 0-22 milligramme per litre. 
~ On October 16, a blood examination showed a rise in the 
reticulocyte count to 2-1%, the stippled cell count being 
0-74%. 


Comment. 


All investigations on this baby confirm the diagnosis of 
lead intoxication, and the blood changes are pronounced, 
although there was at that time no clinical evidence of 
poisoning. 

This family has not moved away from the district and is 
therefore still in contact with the lead. Language diffi- 
culties were encountered in this case, and the mother could 
not be made to appreciate the danger. She refused further 
examination of either the child or herself. There is no 
doubt that the baby is ingesting lead, and it is likely that 
he may become clinically ill in the near future. 


Case X. 


Mrs. D., aged twenty-six years, was well and without 
physical abnormality. 

On September 24, 1952, a blood examination showed that 
the hemoglobin value was 88% (12-8 grammes. per 


centum); the proportion of reticulocytes was 1-5%, and of 
stippled cells 0-7%. The urine was normal on ward 


testing and microscopic examination. The urinary lead 
content was 0-25 milligramme per litre. 

On November 16, a blood examination showed that the 
hemoglobin value was 90% (13-1 grammes per centum) ; 
the proportion of reticulocytes was 1-7%, and that of 
stippled cells had risen to 1:0%. 

This subject is showing definite evidence of lead absorp- 
tion with pronounced blood changes, and the rise in the 
reticulocyte and stippled cell counts suggests that symp- 
toms may develop. 
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Discussion. 


There were two other members of these families, Mr. D. 
and Mr. U., who refused investigation. Ten out of a total 
of 12 members of the three families have therefore been 
investigated and the results have been reported. 


Of the five children investigated, two had symptoms of 
lead poisoning—K.K. with encephalopathy and R.U. with 
abdominal pain and constipation. All children had positive 
radiological signs, increased urinary excretion of lead and 
some degree of basophilic stippling of the red cells. In 
two subjects, K.K. and J.D., the blood changes were 
pronounced, and in the others there was no anemia and 
the stippled cell counts were not so high. 


The finding of basophilic stippling of the red cells is a 
valuable aid to diagnosis in lead poisoning, but is not 
always.present. Stippled cells may also be seen in normal 
blood films, and Wintrobe states that a figure of 1000 
stippled cells per 1,000,000 red cells—0-1%—is the upper 
limit of normal. Lane (1949) considers a proportion up 
to 0:3% within normal limits and other authorities quote 
higher figures. Slight anemia and reticulocytosis are also 
usually found. 


There can be no doubt from a survey of the evidence that 
all the children have absorbed excessive amounts of lead. 


Of the five adults investigated, only one, Mrs. U., had 
any symptoms. These were vague; but her state of health 
improved after her removal from the source of lead. None 
of the adults had any clinical signs of lead poisoning. 
However, all had an increased urinary lead excretion, and 
in the K. and U. families, who moved from their old 
houses, the urinary lead level fell after their removal from 
the source. The blood pictures showed varying degrees 
of basophilic stippling and most were slightly raised. 
Several had also a slight reticulocytosis. Mrs. D. had the 
most pronounced rise in reticulocytes and stippled cells. 
While the evidence in relation to the adults is not so 
complete as that in relation to the children, it is highly 
probable that they also have all absorbed lead. 


Encephalopathy is the most common manifestation of 
lead poisoning in children, and the outstanding clinical 
features are irritability, drowsiness, convulsions and coma. 
Such a picture is well illustrated by Case I. A less common 
manifestation of lead poisoning is with gastro-intestinal 
symptoms, and anorexia, occasional vomiting, constipation 
and colicky abdominal pain are the main features. 
McKhann and Vogt (1933) state that such symptoms are 
common, but may be easily overlooked. R.U. (Case VI of 
this series) had gastro-intestinal symptoms. It is rare for 
children to present with peripheral neuritis, and it is also 
uncommon to find a lead line in the gums, although black 
specks of lead sulphide at the necks of the incisors have 
been frequently reported. In none of the cases presented 
were any of these features found. It is not uncommon to 
find neither symptoms nor signs in children who have been 
absorbing small amounts of lead over a long period. Cases 
II, V and IX are all of this subclinical type, although 
investigation leaves no doubt that all these subjects have 
absorbed lead. The diagnosis can be made in such cases 
only by accident, or if there is a known contact with lead. 


Adults with lead poisoning usually present with gastro- 
intestinal symptoms such as abdominal pain, constipation 
and anorexia, or else with peripheral neuritis. If contact 
has been prolonged there is usually some evidence of 
muscle weakness,.and a lead line is frequently present in 
the gums of patients who have their own teeth. In Case 
VII there was a complaint of malaise, anorexia and pains 
in the limbs, but in the otner adults the lead poisoning 
was subclinical. 


As all members investigated of the three households 
show evidence of lead absorption, a common origin of 
intoxication is most probable. It is most unlikely that 
lead pellets in the gutters outside the factory would be the 
source of poisoning of the adults, and the minute amounts 
of lead in the dust of the exhaust fans from the factory 
would be insufficient to cause poisoning. The only likely 
common source to children and adults is the dust, which 


contained a high percentage of lead, in the houses and on 
the verandas. With a poor standard of hygiene it is easy 
to understand how unwashed hands can convey lead to the 
alimentary tract by the food. 


Summary. 


Five children and five adults in three families were 
found to have absorbed lead from a common source, almost 
certainly from the ingestion of lead-containing dust. Three 
of them had clinical symptoms. One child of eighteen 
months had lead encephalopathy; one child, aged two 
years and nine months, had gastro-intestinal symptoms; 
and one adult had malaise and pains in the limbs. The 
remainder all had definite evidence of lead absorption, but 
no symptoms. A brief review of lead poisoning in families 
is given. 
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Reviews. 





Emergency Surgery: Part V. By Hamilton Bailey, F.R.C.S. 
(England), F.A.C.S., F.LC.S., F.R.S.E., assisted by 
Norman M. Matheson, M.B., Ch.B., M.R.C.P. (London), 
F.R.C.S. (England), F.A.C.S.; Sixth Edition; 1953. 
Bristol: John Wright and Sons, Limited. London: 
Simpkin Marshall, Limited. 10” x 7”, pp. 216, with 241 
illustrations. Price: 21s. 


IN Part V of the sixth edition of Hamilton Bailey’s 
“Emergency Surgery” Mr. Norman Matheson has assisted 
in the writing of the voiume because of the illness of Mr. 
Bailey, and he has worthily upheld the traditions of this 
now classical work. 


This part deals with a variety of urgent surgical con- 
ditions. Following a chapter on the modern amputations, 
injuries and infections of the hand are discussed. Whilst 
one may disagree with certain of the minutie, there is 
nothing to cavil at in the broad principles of treatment 
which are followed. 


Dr. Lam, of the Henry Ford Hospital of Detroit, has 
written a succinct account of burns. It is good to see him 
advocating a policy of no interference with the burnt 
surface save the simple application of “Vaseline” gauze 
under full operating conditions. It is pleasing that the work 
of Colebrook in the role of infection of burns has gained 
recognition in the United States of America. Dr. Lam 
recommends much smaller amounts of penicillin than we 
are accustomed to use in Australia. 

“Surgical Emergencies in the Tropics” are dealt with by 
Professor Andreasen, who emphasizes the dangers of fluid 


and electrolyte loss, heat stroke and malaria complicating 
acute surgical conditions in hot climates. Here in Australia, 
the practitioner must always be on the lookout for malaria 


in people who fly down from the tropics in a few hours. It 
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must also be remembered that suppressed malaria may not 
reveal itself for some weeks after one has left the tropics 
and lived in a more temperate zone. One must realize, too, 
that an “acute abdomen” is a surgical emergency which 
brooks no delay even if accompanied by suspected or proven 
malaria. Whilst malaria, especially malignant, may cause 
abdominal pain from an enlarged liver or spleen, rarely, if 
ever, does it mimic exactly a true acute abdominal lesion. 


Chapters on surgical emergencies of the eye and ear, nose 
and throat deal very adequately with these conditions. One 
wonders, however, how urgent the treatment of cerebral 
abscess needs to be and: whether it should find a place in 
such a book as this. 

To compensate the reader partially for the long time it has 
taken to produce the parts of this edition, an appendix 
containing abstracts dealing with recent literature has been 
added. Cardiac massage in cardiac arrest is described. A 
strange method emanating from Russia of abdominal tube 
drainage in general peritonitis is mentioned. This would 
appear to have no merit at all in spite of the charitable 
remarks of Mr. Bailey. 

It seems now that Mr. Bailey is commencing to lean, 
though a little unwillingly, towards partial gastrectomy for 
rerforated peptic ulcers. He is careful to mention that it 
should only be done by expert hands in special gastro- 
enterological clinics. He mentions as indications, when 
malignant disease is suspected, a severe concomitant 
hzematemesis and recurrent perforations. One indication, 
that the patient is already on the waiting list for gastrec- 
tomy, is surely not written seriously. As is usual in all 
surgical conditions, each patient with a perforated gastric 
ulcer must be judged on his own merits as to what operaticn 
should be performed. Naturally, a competent surgeon and 4 
skilful anesthetist are the least requirements for a patient 
with a perforated gastric ulcer no matter what operation is 
done. 

“Tromexan” is discussed and it is rightly pointed out 
that, though this drug is less dangerous than dicoumarol, 
nevertheless mishaps do occur with the blood-clotting 
mechanism when it is used. It must be given only under 
laboratory supervision. 

The peanut oil treatment of anuria is described. Even 
aortography receives a mention in its use to help localize 
an embolus in the aorta or its iliac branches. Cohen’s 
study of the disastrous gangrene occurring in a limb after 
the accidental arterial injection of “Pentothal” is discussed. 
Post-operative brachial! palsy and its probable causes are 
mentioned. Even the dangers of locally applied penicillin 
cream are dealt with. 

This book has been for a long time now a vade-mecum 
for surgeons, young and old, experienced and inexperienced, 
and it has lost none of the popularity it earned at its 
inception. Long may it continue this way. 





Motes on Books, Current Journals and 
Mew Appliances, 





COLLATERAL CIRCULATION. 





THE symposium has become in medical circles a popular 
method of expounding recent discoveries and hypotheses. 
Italy has at last followed the prevailing vogue and has 
given us a well-printed and beautifully illustrated sym- 
posium from the medical school of Parma. It has been 
published as the issue of Medicina for July-August, 1952, 
and comprises 656 pages, and has many illustrations, some 
of which are coloured. As one might expect from the 
Italian contribution to arteriography, this elegant volume 
is devoted to one branch of the topic, namely, collateral 
circulation. In one respect this symposium is unique; 
others, especially those sponsored by “Ciba”, have been 
international, but in this case all the contributors are Italian. 
The symposium begins with a classification which may 
strike many as over-elaborate; there are three main groups 
and each of these is divided into six subsidiary sections. 
The hzemodynamics of collateral circulation are well 
expounded, though nothing really new is given. Special 
mention may be made of the chapters on collateral circula- 
tion in kidney, liver, lung and brain. Amongst the points 
emphasized are the importance of the inferior mesenteric 
artery in aortic occlusion; drugs with noradrenaline action 
can be beneficial in cases of arterial atony; -sympathectomy 
ean in certain instances do good; surgical arterio-venous 


. (England), 


anastomosis is strongly condemned; occlusion of the hepatic 
artery can be survived only if localized in terminal branches. 
Each chapter is furnished with a brief summary in Italian, 
French, English, German and Spanish. It is a pity that 
the English portion was not entrusted to someone better 
acquainted with the idiom of that language. 





Books Received. 





[The mention of a book in this column does not imply that 
no review will appear in a subsequent issue.) 





“The Medical oo of North America”; 1953. Philadelphia 
and London: W. B. Saunders Company. Melbourne : g: Ramsay 
<Sareten?). ‘Limited. Nationwide Number. 9” x 6”, pp. 342, 
with 52 illustrations. Price: £6 per annum with ee binding 


and £7 5s. per annum, with cloth binding. 


This issue comprises a symposium on nervous and mental 
diseases, consisting of 19 articles by authors from a “nation- 


wide” source. There is an additional article on erythro- 
blastosis fetalis. 





“Peychological Disorder and Crime”, by W. Lindesay 
Neustatter, M.D., B.Sc. (Psy.), M.R.C.P., wi a foreword by 
John Maud G.C. ; 1983. London : ‘Christopher Johnson. 


e, 
84” x 6”, pp. 248. Price: 21s. 

An attempt “to explain to the non-medical, and especially 
the legal, world much about the disorders of the mind and 
the available treatments of these real conditions”. 





“Natural Therapy: An Exposition of the Scientific and 
Educational Aspects of Nature Cure”, by K. Ledermann, 
M.D.; 1953. London: Watts and Company. ye x 53”, pp. 180. 
Price: 158. 

The author tries to show that no cleavage need exist 
between “Natural Therapy” and modern scientific medicine; 
he wishes to “re-integrate Natural Therapy within modern 
medicine, and also to relate Natural Therapy to modern 
medical research”! 





“Pulmonary Tuberculosis: A Handbook for Students and 
Practitioners”, by R. Y. Keers, M.D., F.R.C.P. (ediabure 


F.R.F.P.S, (Glasgow), F.R.S.E., and B. G. Rigden, | he ee 
L.R.C.P. (London), with a _ foreword 


Young, O.B.E., M.D. (Cambridge), F.R.C.P. (London), DEH: 
Third Rdition ; 1953. Edinburgh : E. and 8. Livingstone, 
Limited. >» Pp. 340, with 150 illustrations. Price: 24s. 

The pleat cation was published in 1946; in this mens, 
not increased in size, an effort has been made to bring the 
subject matter up to date. 





“X-Ray and Radium Therapy for Students’, by Basil A. 
Stoll, F.R, D.M.R. (London), D.M.R.T. and D. (England), 
with a foreword by Frank Ellis, M.D., M.Sc. F.F.R.; 1952. 
London: H. Lewis and Company, Limited. 14” x BR”, Pp. 
Price: Tis. 6d. 


Intended as a guide to the place of X rays and radium in 
medical and surgical practice. 





“EY Foundation Colloquia on Endocrinology”, edited by 
W. Wolstenholme, are M.A., M.B., B.Ch., assisted by 
hance P. Cameron, ABLS ; 1958. Volume 5. 


Bioassay of Anterior Pitu Adrenocorti cal Hi 
London: J. and A. Churchill, Pimited. 83” x ba” , pp. 244, with 
53 illustrations. Price: 25s. 


A series of papers and subsequent discussions. 





“Diagnostic Tests in Neurology: A Selection for Office Use”, 
by Robert Wartenberg, M.D., with forewords by Sir Gordon 
Holmes, M.D., F.R.S., and Stanley Truman 1953. 
Chicago: The Year Book Publishers, Incorporated. 84” x S", 
pp. 228, ‘with 62 illustrations. Price: $4.50, 


Written for the general practitioner as a supplement to 
the text-books on neurology and as a post-graduate refresher 
course in neurological diagnosis. 





leen”, by William 
New York: Grune 
pp. 90, with 103 


“Hypersplenism and Surgery of the Ps 
Dameshek, M.D., and C. Stuart Weich, M.D. 
and Stratton, incorporated. 12” x 94”, 
illustrations, 13 in colour. 


Based on exhibits presented at the annual meetings in 
1947 and 195¥ of the American Medical Association. 
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All articles submitted for publication in this journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 

References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: surname of author, initials 
of author, year, full title of article, name of journal without 


abbreviation, volume, number of first page of the article. 
If a reference is made to an abstract of a paper, the name 
of the original journal, together with that of the journal 
in which the abstract has appeared, should be given with 
full date in each instance. 

Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to seek 
the advice of the Editor. 


— ——————— 


MORAL VALUES AND SOCIAL PROGRESS. 





Most intelligent people nodwadays give a great deal of 
thought to the present disturbed state of the world in 
every sphere and range of human activity. They do not all 
try to unearth the fundamental causes of discord. Most of 
us talk at times about world revolution or evolution, we 
voice political opinions in so doing, and some of us let it 
go at that. It is much the same when we come to our own 
national sphere and the small communities in which we 
live. In the world of medicine we link ourselves with the 
community in a special way when we talk about social 
medicine, and we know that in looking for remedies for 
social ills we have to proceed in much the same way as we 
do in the illness of a single person. Here we must discover 
the environmental and actual causes of the patient’s illness 
and then carry out procedures which will alleviate his 
condition and prevent recurrence of the disease in him or 
in those in his neighbourhood. The medical practitioner 
has to include in his sphere of activity not only the illness 
of the individual but also all the conditions of his well- 
being; this means that he must be concerned with the 
whole man—body, soul and spirit. We have, in other words, 
to get down to fundamental considerations. Man lives an 
upright and useful life in accordance with his essential 
beliefs and the sense of values which he has acquired. 
These are the fundamental conditions of the non-physical 
part of his existence; they are also the fundamental con- 
ditions of communal life. When we think, therefore, of the 
present topsy-turvy world we have every reason to think 
of moral values. 

This subject was discussed in his President’s address by 
Dr. J. A. Hadfield at the Conference of Educational Associa- 
tions held at King’s College, London, from December 29, 
1952, to January 6, 1953. The address is published in the 
thirty-sixth annual report of the conference. Dr. Hadfield, 





86th Annual Report 


1“Moral Values and Social Progress”, 
London : 


of the Conference of Educational Associations, 1953. 


Conference Office, King’s College, London. 8%” x 5%”, pp. 130. 
Price: 3s. 6d, ~ ; 





who is lecturer in psychopathology and mental hygiene 
at the University of London, is a well-known writer on 
psychological subjects. In announcing the title of his 
address, “Moral Values and Social Progress”, he said that 
its choice was significant, firstly because it implied that 
moral values were important and even necessary to social 
progress, and secondly because both were the concern of 
education. He proceeded to develop this idea. He said that 
the function of education was no longer to impress facts 
upon a passive mind; no longer the mere acquisition of 
knowledge, important as it was. The aim of education was 
the full development of the whole personality. The task of 
the educator, as of the parent, was first to give opportunities 
for the release of the child’s latent potentialities, and then 
to direct those potentialities to right and useful ends, so 
that the child might develop into a fully functioning 
personality. The aim of education was mental health. There 
were two factors in human nature making for the develop- 
ment of personality and neither of them could be ignored. 
The first was the natural instinctive force (natural instincts 
and impulses) driving man from behind, and the second 
comprised those forces which acted as an incentive 
inspiring man to certain ends, spurring him on to action 
and stimulating him to strong endeavour. If the basic 
instinctual forces were denied their natural expression, 
not only was man robbed of the material necessary for the 
pursuit of life, but these forces emerged later in perverted 
forms, such as hysteria, anxiety states and so on. The 
results of repression were so disastrous that some persons 
advocated the abolition of all restraint; but Dr. Hadfield 
declared that this was fraught with equal danger—the 
unrestrained expression of human instincts by no means 
brought mental health, it merely ended in “dispeace of 
mind”. His concern in his address was not with basic 
instincts but with the aims and purposes of life and their 
importance for social progress and for education. These 
had often been discussed, but their relationship to human 
nature in the raw was too often not considered. 


Dr. Hadfield has an interesting discussion on religion 
and morality. He states that it can hardly be doubted that 
religion and religious institutions are the greatest influence 
and mainstay for morality in Britain. Morality may be 
developed in the child as the result of the action of a moral 
force or because of fear or of love, the agency of the 
development depending on the attitude of parents and 
teachers towards God. Dr. Hadfield thinks that certain 
religious doctrines of the past have produced the opposite 
effect to that which was intended, and thus contributed to 
the moral decay of the present times. Religion of the 
past often appeals to fear—“we must be good for fear of 
punishment, for fear of hell”. Dr. Hadfield thinks that 
much of the fear which used to be manifested has gone 
and that a great deal of the looseness of morals today is 
due to the abolition of those threats of punishment in an 
after-life. Many people would express this in another way. 
They would state that a great deal of the looseness of 
morals of today was due to a neglect of religion and 
religious observances. In reply to a rhetorical question as 
to what is to take its place, Dr. Hadfield states that in 
many churches an answer has been found and these 
churches are full. He does not consent to the view that 


morality is based only on religion. He thinks that morality 
is inherent (not innate) in human nature, and that moral 
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principles and moral ideals spring up irrespective of 
religion. He thinks that there is such a thing as natural 
morality—a morality which does not owe its origin to 
religion. It is with natural morality that he is more 
concerned. A field of discussion is opened up here, but 
we cannot go deeply into it. Savage peoples have their 
religions and base their ideas of what is right and what 
is wrong on their beliefs. Any community will set up its 
standards of what should be done and what should not be 
done; what should be done is right and what should not 
be done is wrong. Dr. Hadfield has three interesting 
meanings to the word morality. The first refers to the 
mores of a community to which members of the community 
are expected to conform; the same meaning is contained 
in the word ethics. According to the second meaning, 
morality is taken to mean the belief in certain principles 
which are regarded as right and therefore to be pursued as 
ideals—it is right to be honest, generosity is a virtue. 
Thirdly, morality is taken in a more personal sense to 
mean obedience to conscience and to the moral iaw within. 
All these meanings, he thinks, agree that morality is con- 
cerned with the maintenance of certain standards of con- 
duct and behaviour. He states as his definition of morality 
“the pursuit of right ends”. 


Passing over what Dr. Hadfield has to say about the 
importance of ends and aims, we turn with interest to his 
remarks on science and morality, a subject which cannot 
fail to interest anyone with a scientific training. He 
refers to the general point of view that moral problems 
are irrelevant to science. Science makes certain discoveries, 
but the use made of them is said not to be the concern 
of science. He thinks that up to a point this is true. 
“But if morality is not the concern of science it certainly 
is the concern of the scientist.” We shall all grant that 
moral principles are necessary to the progress of science, 
for the first essential for any scientist is honesty and 
integrity in his observations. It is no doubt true also 
that scientists as such adhere more closely to moral prin- 
ciples than workers in almost any other branch of learning. 
The trouble is, to use Dr. Hadfield’s words, that science 
has outstripped morality and has advanced far beyond our 
moral power to control its discoveries. The success of 
science has, in truth, forced moral issues upon our 
attention. Some people deplore research that has resulted 
in the perfection of the atomic bomb, but no one will 
surely cavil at the harnessing of atomic power to human 
industry. M. B. Shimkin' has summed up the point very 
well with the remark that science per se is neither moral 
nor immoral; it becomes moral or immoral only as moral 
or immoral human beings use its powerful techniques. Dr. 
Hadfield suggests that society seems to be going the way 
of those prehistoric animals which grew so large that they 
could not feed themselves and so became extinct. He 
states that a great impetus has been given to the study of 
morality by the study of psychopathology—we are on the 
way to being able to control the forces in the personality 
of man. Freud, Dr. Hadfield reminds us, talked about the 
release of instincts, but he also talked about sublimation, 
which was the direction of instincts to higher social ends. 
Adler went so far as to maintain that all neuroses were 
caused by false ideals and fictitious goals. Jung maintained 
that neuroses occurred because the individual refused to 





1 Science, February 27, 1953, 


face up to some duty or moral obligation. Psychology offers 
no excuse for lack of morality on the part of the individual. 
It is clear that most of what Dr. Hadfield has said refers 
to the individual. In a previous discussion on progress we 
endeavoured to show that the human race has not pro- 
gressed a great deal, that man is no more praiseworthy or 
moral now than he was in the days of the ancient Greeks 
and Romans, and that progress depends on the effort of the 
individual and on him alone. We may therefore agree 
with Dr. Hadfield when he summarizes the function of 
ends and incentives as follows: Firstly, ends and aims are 
an inspiration to endeavour. Secondly, to have a purpose 
in life releases latent energies which otherwise remain 
stagnant. Thirdly, ends and aims give direction to native 
impulses and energies. Fourthly, pursuit of a common aim 
coordinates the personality into a unity, not a static unity, 
but a unity of function, purpose and endeavour. Since 
only certain ends are capable of producing this inspiration 
and coordination, these come to be regarded as desirable 
in themselves; henceforward they become established as 
ideals and are regarded as objectively good and intrinsic- 
ally right. They are pursued for their own sake and are 
insisted upon by the community for all its members. Thus 
are constituted the morals of society. 


Where do we get our ideals? Dr. Hadfield replies: To 
some extent from teaching, to some extent from discipline 
which is necessary to life, and also from example. Example 
is only part of a much wider principle of identification. 
“Identification is an innate capacity for the transmission 
of acquired characteristics and is of the greatest impor- 
tance in education.” A child, though never taught moral 
principles, would still develop moral standards by identi- 
fication; logically speaking, therefore, identification is the 
source of our ideals. Freedom and discipline are recip- 


‘rocally necessary and the only true discipline is self- 


discipline. Education, too, has a part to play. Dr. Hadfield 
points out that the school stands between the family on 
the one hand and the social community on the other. 
“The school is the place for the development of many of 
those moral qualities that are needed for social progress 
and individual health.” He has something interesting to 
say about games, hobbies and sport. He thinks that the 
sporting spirit, which originated in Britain, may have been 
one of its chief exports to the world. British youth were 
taught to play their best right to the end of the game, 
even if they were losing. Germans were taught to think 
of nothing but victory. The effect of this was seen in the 
Battle of Britain. The Germans were far superior in 
numbers and some people might have advocated Britain’s 
following the example of the French Government, but 
those who thought of this did not reckon with the sporting 
spirit of the British. British boys took up the attitude: 
“We may be beaten, but we'll give them a good run for 
their money; we'll play our best to the end of the game.” 
We know what the result was. 


People interested in science and in education, indeed all 
intelligent people in the community, should be thankful 
to Dr. Hadfield for his address. He has undoubtedly shown 
that “moral qualities are inherent in human life, morality 
is necessary to science, to social progress and to the highest 
development of the human personality”. It would be 
simple to allow the discussion to end at that point, which 
has to do chiefly with the individual. But if we are 
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thinking of social progress we must think of the morals 
of the whole community. We think of the graph described 
by us in connexion with social progress. From the way in 
which public scandals appear to be tolerated by the com- 
munity, we must surely be in a trough and not on a peak 
in our graph. Possibly we have not yet reached the 
bottom of the trough; but, whether or no, we must look 
for ascent, and the problem of how ascent is to be achieved 
remains. This is a matter for individual and concerted 
action by men and women of good will. 


tin 
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Current Comment, 





THE METABOLIC DEFECT IN GOUT. 





Gout is characterized by an error in the metabolism of 
uric acid which results in an elevation of the level of 
plasma uric acid and a tendency towards the precipitation 
of salts of uric acid as tophi in cartilages. The nature 
of the metabolic defect has been very obscure. In order 
to study the nature of this defect De Witt Stetten, junior,’ 
has injected intravenously into normal and gouty subjects 
uric acid so synthesized as to contain nitrogen enriched 
with N”, the radioactive isotope of nitrogen, and has followed 
the course of this uric acid through the body. He has also 
administered glycine, enriched with N”, by mouth and 
followed changes in uric acid. The “miscible pool of uric 
acid” is defined as that quantity of uric acid in the body of 
the subject which is capable of mixing promptly with intra- 
venously injected uric acid and consequently of diluting its 
isotope. This can readily be determined by estimating the 
amount of N” in the body uric acid immediately after intra- 
venous injection of isotopic uric acid. In four normal sub- 
jects the miscible pool contained an average of 1131 milli- 
grammes of uric acid. Nearly one-sixth of the uric acid 
was dissolved in plasma water and five-sixths dissolved in 
extravascular water. From the rate of decline of N” 
in urinary uric acid it could be shown that 50% to 75% 
of the uric acid contained in the miscible pool was 
normally replaced each day by newly formed non-isotopic 
uric acid. More uric acid was formed than was excreted 
in the urine, so some of it must be further broken down 
before excretion of its nitrogen, and it is believed that 
this takes place in the intestinal tract. When isotopic 
uric acid was administered to patients with gout the 
miscible pool was greatly increased in size. In a mildly 
diseased man with no symptoms at the time of the 
experiment and only a slightly raised blood uric acid 
level, the miscible pool of uric acid was found to contain 
4742 milligrammes or about four times the normal value. 
In a more severe case after a period of no medication 
and uncontrolled diet, the miscible pool of uric acid was 
31,000 milligrammes or about twenty-five times the normal 
value. After a period of treatment this fell to 2084 milli- 
grammes. The level of uric acid in the blood, well above 
normal, did not alter. As at the period of a very high 
uric acid level in the miscible pool the amount was much 
too great to be dissolved in the available water, some of 
it must have been in the solid phase as urates in tophi 
and there must be interchange between the solid and the 
liquid phases. In other words, in these cases there must 
be equilibrium between the solid phase and the plasma 
uric acid just as there is between bone salts and plasma 
calcium and phosphorus. 

Glycine has been shown to be a specific precursor of 
atoms 4, 5 and 7 of the purine nucleus, so experiments 
were carried out on normal and gouty subjects to follow 
the abundance of N* in uric acid after the administration 
of isotopic (N*) glycine. The glycine was given by 
mouth mixed with protein as it is better utilized when 
given this way. When an amino acid labelled with N” 
in the amino group is administered to a normal mammal, 





1Bull. New York Acad. Med., October, 1952. 


the isotopic nitrogen distributes itself widely, not only 
by distribution of the labelled amino acid, but also by a 
host of reactions which transfer a amino nitrogen from 
the amino acid to other compounds. In man, classified 
as a ureotelic animal in that he eliminates nitrogen chiefly 
in the form of urea, much of the isotopic nitrogen fed 
as amino acid will appear fairly promptly in the urine 
as urea. In birds the bulk of the nitrogen eliminated is 
in the form of uric acid. Such animals are said to be 
uricotelic and the administration of amino acids labelled 
with N* leads to the prompt excretion of a large portfon 
of the isotope nitrogen as urinary uric acid. After the 
administration of labelled glycine to normal men the N*® 
level in the uric acid rose slowly and thereafter fell 
slowly, but in ten days only 0-15% of the isotope had 
been excreted in uric acid. In the gouty subjects the 
quantity of N* in urinary uric acid rose to a sharp 
maximum on the second day and this maximum was 
about three times as great as that seen in the normal 
subjects. As much as 0°5% of the isotope was excreted 
in uric acid. These results indicate that in the gouty 
subjects a fraction larger than normal is utilized for the 
synthesis of uric acid which is promptly excreted in the 
urine. This increased generation of uric acid from 
dietary nitrogenous precursors, operating over a long 
period, is adequate to account for the increase in size of 
the miscible pool of uric acid seen in gout. The metabolic 
defect in gout may be attributed to an unusually large 
uricotelic component in a predominantly ureotelic species. 





CONGENITAL CHANGES IN THE OPTIC DISK. 





EXAMINATION of the optic disk demands skill and 
experience, and satisfactory interpretation of changes seen 
may be possible only to the practised ophthalmologist. 
Nevertheless, because of the great clinical importance of 
changes in the fundus, its examination by the physician, 
the neurologist and the general practitioner is often 
required. A knowledge of congenital changes that occur 
in the optic disk and of their significance will help in 
the avoidance of pitfalls. Even more important is a 
knowledge of the physiological variations that are found. 
Both physiological variations and congenital changes were 
described by Arthur J. Bedell’ to the Section of Ophthal- 
mology at the annual sessions of the American Medical 
Association in 1952. The average disk, according to 
Bedell, is about six millimetres in diameter, with a range 
from four to nine millimetres. It is therefore unwise, as 
he points out, to say that a disk is abnormal simply 
because it is larger or smaller than the mean, and it is 
not good practice to ascribe poor vision to variations in 
the size of the disk. In shape it may be round, oval, 
irregular in outline, or so narrow that it has a straight 
temporal margin. It is usually paler than the surrounding 
fundus, but wide variations in colour occur. To evaluate 
colour correctly Bedell states that at least six things must 
be considered: the conformation of the disk (especially 
the thickness of the nasal side), the size of the central 
excavation, the vascularization, the pigmentation of the 
fundus, the border and the source of light used for the 
examination. Touching on the large subject of the central 
excavation, Bedell points out that it does not follow any 
special pattern in size, depth or location; but it may be 
borne in mind that a physiological excavation rarely 
extends to the margin of the disk. A crescent is described 
as an arc of exposed sclera at the margin of the disk. 
Congenital crescents are stated to be usually inferior in 
position; temporal crescents are more often acquired. 
Pigmentation around the disk ranges from a thin, soft 
grey collar, which fades into the surrounding structures, 
to a wide, dense, almost black-grey corona. Pigment on 
the nerve head is in the form of an isolated small dot, a 
thick semicircle or an irregular deposit. When the deposit 
is black or very dark and increasing in size a neoplasm 
is to be suspected. The cupping of the disk associated 
with increased intraocular pressure is an important feature 
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to be understood. Bedell states that there is evidence to 
support the thesis that this cupping will be manifest 
earlier in the eye with a large depression than in the 
one without an excavation. It is also to be noted that 
pathological cupping is not necessarily the result of 
glaucoma; it can be associated with intracranial vascular 
sclerosis, with cavernous optic atrophy and with choroidal 
channel sclerosis. So far as glaucoma is concerned, Bedell 
considers it imperative that this condition be diagnosed 
before a pathological excavation of the disk has time to 
develop. Referring to the colloid masses in the nerve head 
known as driisen, Bedell states that these may be con- 
genital or may develop in certain degenerative diseases 
such as retinitis pigmentosa. Other congenital conditions 
to be recognized are persistent Cloquet’s canal, vestiges of 
Bergmeister’s papilla and falciform or retinal folds. An 
unusual anomaly is an inverted disk. The rarest defect 
is complete absence of the disk, and nearly as rare is 
aplasia. On the other hand coloboma of the disk is com- 
mon, as are “holes” in the disk—small, bluish or dark 
grey, round or oval, translucent or transparent, depres- 
sions near the disk margin. These “holes” are of no 
clinical significance, except that they may be mistaken for 
serious pathological changes with disastrous results to the 
patient. A number of other congenital conditions are 
described in this thoughtful paper, which will repay study 
by all who are concerned to know what they are looking 
at when they examine the optic disk. As a matter of fact 
the clinician will do well to examine the ocular fundus 
with the ophthalmoscope whenever possible. Only by 
practice will he be able to see and to recognize normal 
appearances. 





URETERIC TRANSPLANTATION. 





Disposat of the ureters presents a considerable problem 
after cystectomy or when for any reason the bladder 
ceases to carry out its normal function satisfactorily. 
For a good many years the orthodox procedure has been 
to implant them into the sigmoid colon, and in many 
eases good functional results have been obtained. In other 
eases the obvious disadvantages of this procedure have 
made themselves prominent. This was well brought out in 
a survey of the late results of uretero-colic anastomosis 
carried out by Arthur Jacobs and W. Barr Stirling for 
the British Association of Urological Surgeons and pre- 
sented at their annual meeting last year.' In this large 
series (1673 cases) the incidence of post-operative com- 
plications was high, though it is apparent that many were 
avoidable and were not inherent in the operative pro- 
cedure. According to David Annis, W. R. Hunter and 
Charles Wells,? three factors (apart from recurrence of 
the disease for which the uretero-colic anastomosis was 
carried out) seem responsible for many of the unhappy 
results: ascending infection with recurring attacks of 
pyelo-nephritis, ureteritis and secondary stricture forma- 
tion; primary stenosis at the site of the uretero-colic 
anastomosis, with hydronephrosis and renal destruction; 
biochemical disturbances probably caused by the absorp- 
tion of urinary waste products from the large bowel, in 
association with renal damage. Each of these, it is pointed 
out, is a direct consequence of the implantation of the 
ureters into the large bowel. Consequently, it is not 
surprising that an alternative means of disposing of the 
ureters has been sought. 


A different situation, in which uretero-colic anastomosis 
is not possible, is that following pelvic evisceration for 
malignant disease. The lower part of the bowel having 
been removed, the ureters must be drained elsewhere. In 
an attempt to deal with this situation E. M. Bricker’ set 
out to devise an artificial bladder, or in his own words 
“an intraabdominal receptacle which would serve as a 
reservoir for urine and for which we might devise some 





1 Brit. J. Urol., December, 1952. 
® Lancet, June 13, 1953. 
* Surg. Clin. N. America, October, 1950. 


means of continence’. He states that use of the terminal 
part of the ileum and caecum as a reservoir or pouch has 
been satisfactory in every respect except for the fact 
that true continence has not been achieved. Consequently, 
he has abandoned the idea of constructing a completely 
continent intraabdominal urinary reservoir. Instead he 
has anastomosed the ureters into an isolated segment of 
ileum, which is designed not to hold-urine but to drain it 
immediately into an extraabdominal urinary reservoir such 
as the Rutzen bag. His initial results appear to have 
been very happy—so much so that in his paper (published 
in 1952) he states that “in four recent cases the results 
are so gratifying that, at the moment, we feel ready to 
consider the problem solved”. More recently, in the paper 
already cited, Annis, Hunter and Wells have described 
their independent development of an operation similar 
to that performed by Bricker. Their results also have 
been encouraging in four cases. Two of their patients had 
undergone total cystectomy for carcinoma of the bladder. 
A third had had nephro-uretero-cystectomy performed for 
diffuse papillomatosis, and a fourth had multiple urinary 
fistule following nephrectomy for tuberculosis. At the 
time of publication of the paper all the patients were 
happy and well, and no evidence has appeared of the 
previously mentioned complications of  uretero-colic 
anastomosis. An addendum to the paper reports the 
performance of the operation on a further five patients; 
nothing is stated about the results. 


In another paper in the same issue of The Lancet, 
Thomas Moore reports the formation of an artificial 
bladder from the right side of the colon in a patient with 
infection and contraction of the bladder following trans- 
verse myelitis and consequent total urinary incontinence. 
The result is described as excellent, the patient having 
returned to her normal occupation as a cashier. Moore 
states that in the procedure which he used with success, 
continence depends on the competence of the ileo-caecal 
valve. The ureters are transplanted into the isolated 
right side of the colon, the right end of the divided trans- 
verse colon is closed, bowel continuity is restored by ileo- 
transverse colostomy, and the distal end of the divided 
ileum is brought out on the skin surface as a terminal 
ileostomy. Moore believes, however, that the ileo-caecal 
valve is competent only in about 50% of people, and only 
in them can a successful result be expected from this 
operation. The position can be checked in advance, as he 
suggests, by barium enema examination. No doubt most 
patients would prefer a continent artificial bladder to the 
constant wearing of an external bag, but the difficulties 
of ensuring continence remain, at least in a considerable 
proportion of patients. The type of operation devised 
independently by Bricker and by Annis, Hunter and Wells 
appears to offer greater promise for general use. 





THE ACNE PROBLEM. 





Acne offers to the theorist a never-failing subject for 
dogmatism, to the conscientious clinician a challenging 
and frustrating problem, and to the afflicted patient all too 
often a bleak experience. Much has been written about 
it in text-books and in this and other journals, but on 
such a difficult topic there is always room for another 
thoughtful discussion based on experience. F. T. Becker’ 
has made a careful analysis of 350 cases of acne from his 
own practice, and his material may be studied with 
interest and profit. He concerns himself primarily with 
four questions: First, is there any indication of increased 
androgen excretion in persons with acne, as compared 
with normal persons of a similar age? Second, what 
benefits can be derived from the use of estrogenic sub- 
stances? Third, are orally administered antibiotics useful 
in eliminating the infectious component, and can the most 
beneficial medication be determined by bacterial sensitivity 
tests? Fourth, is any favourable effect obtained from the 
administration of vitamin A to these patient? The first 
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question was raised by the fact that many workers have 
cited androgen as a factor in the development of acne, but 
Becker found no significant increase in androgen excretion 
as measured by urinary levels of 17-ketosteroids in acne 
patients. However, estrogens were found to be useful 
adjuncts in the management of nodular cystic lesions in 
both sexes, especially in women over the age of twenty- 
five years who experienced pre-menstrual and menstrual 
exacerbations. Becker states that small doses of estrogens 
are tolerated by males without untoward reactions, but 
they should be used only for severe deep-seated eruptions 
and not before the age of seventeen years unless other 
therapy fails and disfigurement is likely to ensue. The 
role of bacteria in acne is another controversial aspect of 
the whole subject. Becker states that preparation of 
cultures from pustular lesions of acne showed the presence 
of staphylococci similar to those found on skin from the 
seborrheic areas of normal individuals (that is, normal 
from the point of view of affection by acne). Sensitivity 
tests were not found to be helpful in determining the most 
favourable antibiotics to use in treatment. Becker points 
out that rapid control of infection is desirable in order 
to prevent permanent scarring, and in this the newer 
orally administered antibiotics have excellent -potential- 
ities. Unfortunately the most effective, terramycin and 
aureomycin, were found to produce frequent gastro- 
intestinal upsets. More recent experience with smaller 
dosage has* been more satisfactory. Becker was dis- 
appointed with parenteral penicillin therapy for “tropical 
acne” in 1944 and 1945, but he has since obtained helpful 
results without reactions from prolonged oral treatment 
(800,000 units a day over three to four weeks). His 
experience with chloramphenicol has been similar. His 
results with vitamin A are interesting. In a series of 106 
patients treated with an aqueous dispersion of synthetic 
vitamin A and observed for a long enough time to 
evaluate results, 41% improved and nine were entirely 
cured (including five previously resistant to X-ray 
therapy and many local remedies). Becker agrees with 
Sulzberger that vitamin A has limited usefulness in the 
treatment of acne. It is an aid in the management only 
of the comedc-papular type, especially if there is clinical 
evidence of a possible vitamin A deficiency. A minimum 
daily dosage of 120,000 units must be given for three to 
six months to obtain benefit. Becker believes that each 
case of acne must be considered individually after a 
complete history has been obtained and physical examina- 
tion and indicated laboratory procedures have been carried 
out. Each etiological factor must be considered, and all 
measures must be taken to correct any remediable defect, 
such as anemia, hypothyroidism, and faulty dietary and 
living habits. The possibility of focal infection, especially 
associated with poor dentition, should not be overlooked. 
Evidence still points to some endocrine disturbance, despite 
the lack of evidence of increased androgen excretion, and 
estrogens have a place in therapy. As a supplementary 
procedure, Becker has found X-ray therapy of value. With 
all these methods some progress has been made towards 
what Becker describes as the ultimate goal of acne therapy 
—to prevent permanent disfigurement and te control the 
altered function of the sebaceous glands. Nevertheless, we 
must still lay to heart the frank words with which he 
closed the discussion following his paper: “I do not think 
we have found the answer to acne, and acne still remains 
a problem.” 





THE CIRCUMCISION OF INFANTS. 





THE grounds on which circumcision of infants is 
advocated or opposed often appear to be as much 
rationalizations as reasons. Custom, prejudice and the 
like may well be the real deciding factor. Nevertheless, 
there are many sound points for and against this practice, 
and Sydney S. Gellis, in an editorial note in “The 1952 
Year Book of Pediatrics’, goes so far as to state that a 
discussion of an article on the pros and cons of routine 
circumcision requires real courage. He sums up the 
arguments in favour as follows: first, it appears to prevent 








later development of carcinoma of the penis; second, it 
may prevent carcinoma of the cervix in wives, though the 
evidence for this is poorly controlled and studied; third, 
it prevents the development of balanitis in adult life, when 
circumstances preclude proper hygiene; fourth, it prevents 
the considerable psychological trauma which may occur 


in older children who require circumcision. Two con- 
trary arguments are offered: first, it favours developmen‘ 
of ulcer of the meatus in infants; second, it may result 
in infection or bleeding. In a concluding sentence Gellis 
mentions that in England about 16 deaths a year occur 
as a result of circumcision. This figure presumably comes 
from a conservative article by Douglas Gairdner’ that 
many of our readers will have read, or at least have had 
the opportunity of reading. Gairdner examines with care 
the arguments put forward in favour of circumcision 
(these are substantially those listed by Gellis) and 
succeeds in robbing them of most of their force. He 
acknowledges, as do most observers, the absolute pro- 
tection against carcinoma of the penis that is offered by 
circumcision before the age of five years; but he suggests 
that even this, which “alone of the medical reasons com- 
monly advanced for the universal circumcision of infants 
is capable of withstanding critical scrutiny”, is not of 
great importance if adequate hygiene measures are 
observed by the uncircumcised adult. In other words some 
stronger argument is needed before one can justify routine 
circumcision with its attendant dangers and disadvantages. 
A similar attitude was effectively developed by John D. 
Begg in a paper read last year at a meeting of the Mel- 
bourne Pediatric Society (see THE MEDICAL JOURNAL OF 
AusTrRALIA, April 25, 1953, page 603). Nevertheless, if we 
are realistic we must not expect too much in the way of 
response to the arguments put forward by Gairdner and 
by Begg. The practical position is stated simply by H. G. 
Poncher in an editorial note appended to an abstract of 
Gairdner’s paper in “The 1950 Year Book of Pediatrics”: 
“Although the author’s arguments are cogent, the practice 
of circumcision, besides being a religious rite, is so firmly 
established that its abandonment as a routine procedure is 
unlikely.” Indeed, “unlikely” seems a considerable under- 
statement for such a place as Akron, Ohio, where since 
1941 approximately 14,000 newborn males have been 
circumcised at Akron City Hospital and an estimated 
10,000 more at the other two hospitals in the city, “with 
no known serious complications”. In reporting these 
figures, R. L. Miller and D. C. Snyder’ state, a trifle 
obviously, that “this constitutes a vast number of pro- 
cedures” and comment that “the results have been most 
gratifying’. The emphasis in the paper is on the 
advantages of performing circumcision immediately after 
birth of the baby, and undoubtedly from the point of view 
of the operative surgeon the results are “most gratifying”. 
No serious difficulty with bleeding has been experienced, 
and healing has been satisfactory with no significant 
infection of the penis. The convenience and saving of 
time afforded both doctors and nurses is described as con- 
siderable. “Under the present regime the obstetrician 
finishes his episiotomy [that, too, is apparently routine], 
walks across the hall and circumcises the infant, and is 
finished with the whole business.” Two only of the 
local doctors have declined to endorse the practice; they, 
it may be noted, are “physicians who regard circumcision 
simply as a ‘useless procedure’”. All the other doctors 
are apparently heartily in favour of it, and it certainly 
all sounds very efficient. ‘The mother signs the circum- 
cision permit when she is admitted to the labor room, 
the doctor finishes the operation after he has completed 
the delivery, there is no conflict in the scheduling of 
cases, and no babies are forgotten and left uncircumcised.” 
The result is achieved with great expedition, economy, 
safety and completeness, and the only doubt that remains 
is whether it needs to be achieved at all. Begg pointed out 
in his Melbourne Pediatric Society paper that unnecessary 
surgery was bad surgery, and those who are impressed by 
the quiet reasoning of Gairdner may be forgiven for being 
lukewarm about the spectacular statistics from Akron. 





1 Brit. M. J., December 24, 1949. 
2Am. J. Obst. & Gynec., January, 1953. 
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OBSTETRICS AND GYNADCOLOGY. 





Lymphatic Spread of Benign and 
Malignant Endometrium. 


C. T. Javmert (Am. J. Obst. & Gynec., 
October, 1952) has studied the spread of 
both benign and malignant endo- 
metrium in the lymphatic system, in 
relation to the pelvic lymph nodes of 
153 patients, having selective or com- 
plete lymphadenectomy. Benign endo- 
metrium was present in the nodes of 
10 cases, an incidence of 6°5%. If 
endometriosis was present the incidence 
was 29%. The author states that 
lymph node endometriosis undergoes 
cyclic secretory changes, develops a 
decidual reaction in pregnancy, exhibits 
atrophic changes in older women and 
in general behaves like endometrium 
within the uterus. Of 50 patients with 
endometrial carcinoma, 14 had pelvic 
node metastases—an incidence which 
approximates that for benign endo- 
metrium in patients with endometriosis. 
The three and a half year survival rate 
of patients with lymph node metastases 
was 28%; when metastases were absent 
it was 94%. The author considers that 
selective lymphadenectomy is justified 
on prognostic grounds; no increase of 
morbidity or mortality was attached to 
this procedure. From the point of 
view of cure, selective lymphadenec- 
tomy is worthless when the nodes con- 
tain metastases. As pelvic lymph node 
metastases occur much more frequently 
(28%) with endometrial carcinoma than 
does adnexal spread (10% to 12%), 
radical hysterectomy with complete 
pelvic lymphadenectomy is advised. 


Spermicidal Cervical Bacteria and 
Sterility. 


C. L. Buxton anp Apa S. H. Wonca 
(Am. J. Obst. & Gynec., September, 
1952) have investigated bacteriologic- 
ally the patients’ cervices in 209 cases 
of sterility in which all other investiga- 
tions and treatment had failed to pro- 
duce satisfactory results. They report 
the presence of organisms which 
ageglutinate and immobilize sperma- 
tozoa in vitro in the cervices of 84:2% 
of patients. Coliform bacilli, including 
Escherichia coli and Aerobacter aero- 
genes, hvemolytic streptococci, Strepto- 
coccus viridans and a few strains of 
non-hemolytic streptococci, Proteus 
vulgaris and Clostridium welchii were 
the main organisms found, and all 
were tested in vitro for sensitivity to 
antibiotics. The antibiotic to which 
the organism was most sensitive was 
used for treatment in cases in which 
the presence of spermicidal organisms 
was the possible cause of sterility. 
The results of treatment were judged 
by repeated culture, post-coital cervical 
compatability tests and the occurrence 
of pregnancies. In 49 treated patients 
the organisms disappeared, 45 patients 
had improved or had excellent post- 
coital test results, and 16 pregnancies 
occurred. Of 46 treated patients who 
showed a persistence of growth of the 
same or other spermicidal organisms, 
there were 12 improved or excellent 
post-coital test results with five preg- 
nancies. Altogether in the treated 


harboured spermicidal organisms and 
were untreated, only five became preg- 
nant. 


Modern Treatment of Vesico-Vaginal 
Fistula. 


A. H. Awvprince (J. Obst. & Gynec. 
Brit. Emp., February, 1953) traces the 
history and development of the various 
operative procedures for the cure of 
vesico-vaginal fistule. He states that 
in a maternity service this complication 
is now rare, owing to the increased 
number of patients delivered in hos- 
pitals, precise methods of diagnosis of 
cephalopelvic disproportion, improve- 
ments in the - conduct of labour, 
avoidance of unduly prolonged labour 
and traumatic vaginal deliveries, pre- 
vention and treatment of infection, 
increase in the accepted indications for 
Cesarean section and great improve- 
ment in the training and competence 
of medical attendants. Of the cases in 
which treatment was given at The 
Women’s Hospital, New York, 60% 
were due to surgical trauma or the 
defective healing of surgical wounds. 
They rarely occurred after operations 
by competent surgeons. The incidence 
of fistule following treatment of 
carcinoma of the cervix uteri can be 
greatly reduced by early detection of 
such neoplasms and modern improve- 
ments in the technique for irradiation 
therapy. Closure of the fistule is more 
successful from the use of flaps 
developed from the vaginal wall than 
from most painstaking approximation 
of the denuded margins of a fistula. 
Superimposition of suture lines in the 
walls of bladder and vagina must be 
avoided. When the urethra and vesical 
neck are involved, a combination of 
surgical procedures ‘may be required 
to close the fistula and restore function 
of the mechanism for the control of 
urination. 


Radium Therapy and Benign 
Uterine Bleeding. 


J. B. Montcomery, J. P. LONG AND 
J. HorrMan (Am. J. Obst. &€ Gynec., 
November, 1952) report a study of 1232 
patients treated by intrauterine radium 
application for benign uterine bleeding. 
Results of treatment are evaluated in 
851 of these patients who have been 
followed for intervals varying from six 
months to twenty-one years. Careful 
pelvic examination, diagnostic curet- 
tage and cervical biopsy (when indi- 
cated) were performed as a routine 
prior to radium therapy. This form 
of treatment was used chiefly for 
abnormal bleeding in women approach- 
ing or during the menopause. The 
chief lesions warranting such treat- 
ment have been dysfunctional uterine 
bleeding and myomata_ uteri. In 
patients with myomata, radium therapy 
was restricted in most cases to intra- 
mural tumours with a mobile uterus 
not larger than a three months’ preg- 
nancy. Contraindications to radium 
therapy in the hands of the authors 
were fever, leucocytosis, pelvic pain, 
adnexal disease, pedunculated fibroid 
tumours, submucous, soft or tender 
fibroid tumours, and fear of radium. 
Of 526 followed cases of dysfunctionai 
uterine bleeding the overall results 
were satisfactory in 931%. Failures 
were mostly in younger women who 


during the first five years of follow-up. 
Six failures that occurred in 257 
patients followed for from five to 
twenty years were due to subsequent 
malignant change. Nineteen of the 36 
patients with unsatisfactory results 
were further irradiated; the results 
were satisfactory in 16 cases and 
unsatisfactory in one, and two patients 
were not followed. Hysterectomy was 
performed in 14 of the unsatisfactory 
cases; 13 patients are alive and well, 
and one died several years after opera- 
tion from carcinoma corporis uteri. 
Laparotomy on two remaining patients 
with advanced malignant disease 
showed one to have cancer of the 
corpus and the other primary 
carcinoma of the ovary. In other 
words, six of the unsatisfactory results 
were due to malignant change originat- 
ing in the corpus in five cases and in 
the ovary in one. In the group of 
myoma patients treated and followed 
(325), results were satisfactory in 
87-4% of cases. Six of the seven 
failures were due to the subsequent 
development of carcinoma. The pro- 
portion of failures was high in patients 
with a uterus of twelve weeks’ size 
and larger. Initial treatment was not 
satisfactory in 41 cases; in 19 the 
patients were treated again, with 
satisfactory results in 13. Two patients 
developed cancer of the cervix, one 
refused further treatment, and _ the 
other three were not _ followed. 
Hysterectomy was performed in 21 
cases with satisfactory results in 18. 
Two of the three patients with unsatis- 
factory results died of cancer of the 
corpus, and one was not followed. Four 
of the 41 failures in the myoma group 
were due to the development of 
corporeal cancer and two to. the 
development of cervical cancer. An 
analysis of the histological pattern of 
the endometrium at the time of initial 
treatment showed that no one type of 
endometrium predominated among the 
patients whose initial treatment was 
unsatisfactory. Among the entire 851 
patients pelvic malignant disease 
developed in 12 patients (1°4%). The 
authors consider that the evaluation of 
this method of treatment should not be 
based solely upon an appraisal of the 
small minority of unsatisfactory results. 
Fear of cancer on the part of both the 
patient and the surgeon has become an 
important factor in restricting the use 
of irradiation and: increasing the per- 
formance of hysterectomy. The authors 
consider that the frequency of surgical 
errors in the diagnosis and manage- 
ment of uterine cancer exceeds the 
figure of 1°4%, which is the incidence 
of subsequent cancer among these 
treated patients. They stress. the 
importance of accurate diagnosis in the 
first place. Any doubt concerning the 
suitability of radium treatment should 
exclude this form of treatment, and 
adequate dosage of radium is considered 
necessary for obtaining satisfactory 
results. The authors have found no 
evidence to indicate that irradiation 
per se has increased the incidence of 
cancer. 


Face and Brow Presentations. 


NorMAN Morris (J. Obst. & Gynec. 
Brit. Emp., February, 1953) reviews 110 
face presentations and 53 brow presen- 
tations occurring in 64,817 deliveries in 
the Post-Graduate Medical School of 
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London and Queen Charlotte’s Hospital. 
The incidence for face presentations 
was 1:635 and for brow presentations 


1:1224. Very few cases presented any 
zetiological factor, although premature 
and early rupture of the membranes 
‘was a frequent association. The diag- 
nosis was usually not made until late 
in labour, a fact of serious significance 
in relation to brow presentations. With 
face presentations, the first and second 
stages of labour in primigravide were 
prolonged; in multipare labour pro- 
ceeded normally. In almost every case 
of brow presentation labour was pro- 
longed. With face presentations, spon- 
taneous delivery occurred in 66% of 
primigravide and in 91% of muliti- 
gravide; eight of the 14 patients with 
mento-posterior positions of the fctus 
were delivered spontaneously and four 
‘were delivered by Cesarean section. Of 
patients with brow presentations of 
the fetus, only 13:2% were delivered 
spontaneously. Flexion to a vertex 
presentation was attempted in 19 cases 
and succeeded in 12, but two infants 
were stillborn. Extension to a face 
presentation was attempted in 11 cases, 
but was successful in only six; and 
one infant was_ stillborn. Internal 
version was attempted in nine cases, 
but succeeded in only six, with four 
stillbirths; in one case in which version 
failed the uterus was_ ruptured. 
Cesarean section was performed in 35% 
of cases; four infants were stillborn, 
and there was one neonatal death. 
However, no infants were lost when 
the operation was performed within 
forty-eight hours of the onset of 
labour. The author urges more fre- 
quent use of Cesarean section when a 
primigravida is found to have a brow 
presentation of the foetus. 


Genital Tuberculosis in the Female. 


J. STALLWoRTHY (J. Obst. & Gynec. 
Brit. Emp., October, 1952) reports 78 
proven cases of genital tuberculosis in 
the female. He states that any portion 
of the genital tract may be involved 
by tuberculous infection, but lesions of 
the vulva, vagina and cervix are rare; 
there were none in the series studied. 
Common sites of infection are the Fal- 
lopian tubes and the endometrium; the 
clinical manifestations are infertility, 
menstrual disorders, pain, peritonitis, 
fistule and post-menopausal bleeding, 
but symptoms and signs may be absent. 
Many women with unsuspected pelvic 
tuberculosis lead apparently healthy 
lives. Genital tuberculosis, whether 
suspected or not, is a serious disease, 
and even the unsuspected case can 
prove fatal. Infertility was the main 
complaint in 57% of the Oxford cases; 
pregnancy associated with active tuber- 
culous endometritis or salpingitis is 
rare. Menstruation was normal in 50% 
of cases; menorrhagia with associated 
irregularity of menstruation occurred 
in the other 50%. The author empha- 
sizes the importance of examination 
of the endometrium in all cases of dis- 
ordered menstruation of more than 
short duration. He states that tuber- 
culosis and carcinoma may occur in 
the very young and hormone therapy 
without preliminary endometrial studies 
cannot be justified. Pain was not a 


prominent symptom in the series; it 
was present in about half the cases. 
It was found to be in the hypogastrium 
with uterine infection, and referred to 
the iliac fosse with adnexal disease. 
‘The author warns that if a woman has 








adnexal inflammatory masses, unilateral 
or bilateral, subacute or chronic, with 
no history of infection, the possibility 
of tuberculosis should be investigated 
before section is performed, particu- 
larly if the patient is nulliparous or 
virginal. Peritonitis, either ascitic or 
plastic, may complicate tuberculous 
endometritis and salpingitis, or it may 
be the primary lesion with secondary 
genital involvement. The onset of such 
peritonitis is usually insidious. Occasion- 
ally acute or subacute peritonitis may 
follow parturition or abortion. A high 
mortality and frequent fistule have 
been recognized in the surgery of 
genital tuberculosis, but the author con- 
siders that this need not be so. Fecal 
fistule are the most common and 
usually follow inadequate surgery, par- 
ticularly with drainage. Post-meno- 
pausal bleeding is a rare manifesta- 
tion of genital tuberculosis. The 
diagnosis of genital tuberculosis should 
be seldom missed if the possibility of 
its presence is kept in mind. Pelvic 
tuberculosis should be suspected when 
menstrual irregularity is associated 
with a personal or family history of 


this infection. Tubal patency tests 
should be postponed in _ infertility 
patients when tubal thickening or 


tenderness is present or when there is 
a history of tuberculosis elsewhere. 
The endometrium is examined by biopsy 
curettage in preference to dilatation 
and curettage. It is recommended that 
the chest and urinary tracts. be 
investigated clinically, radiologically 
and bacteriologically. Salpingography 
may reveal the first evidence of disease 
in a ragged, irregular tubal outline or 
a characteristic rigid pipe-line tubal 
outline. The author discusses the 
various types of treatment employed in 
genital tuberculosis: sanatorium and 
heliotherapy, irradiation, surgery and 
antibiotics. The Oxford results have 
shown that radical adequate surgery 
in selected cases is safe and plays an 
important part in the treatment of 
genital tuberculosis. Surgery should 
be avoided unless adnexal masses 
develop or increase in size in spite of 
conservative and antibiotic treatment. 
Menorrhagia delaying recovery, or 
fistule failing to heal, are indications 
for surgery. Conservative treatment at 
present should consist of general 
measures to improve health and the 
administration of streptomycin with 
PAS. 


Dysgerminoma of the Ovary. 


R. F. Looxer, W. P. CALLAHAN, 
JUNIOR, AND F. E. Barry (Am. J. Surg., 
January, 1953) report five cases of dys- 
germinoma of the ovary and discuss 
the histogenesis of these tumours. The 
ages of the patients ranged from 
fourteen to twenty-seven years, and 
the outstanding features were lower 
abdominal pain and the presence of an 
abdominal tumour. Abnormal vaginal 
bleeding was not a feature of these 
cases. The macroscopic appearances 
of the tumours were characteristic. 
The authors describe them as firm 
ovarian tumours, more _ frequently 
unilateral than bilateral, and usually 
surrounded by a dense capsule of 
fibrous tissue, which may be smooth or 
nodular. The cut surface is greyish- 
yellow, and zones of necrosis and 
hemorrhage are encountered. The 
histological pattern is that of cells 
with certain staining characteristics 
arranged in alveolar nests or cords, 





separated by septa of fibrous connective 
tissue. At the periphery of necrotic 
zones occasional multinucleated cells 
resembling foreign body giant cells 
have been noticed. These neoplasms 
are stated to spread by direct extension 
or by invasion of lymphatic channels, 
but spread by the blood to distant 
organs has been reported. The authors 
state that ovarian dysgerminoma has 
a histological counterpart in seminoma 
of the testis. Robert Meyer considered 
that. dysgerminomata arose from a 
sexually undifferentiated stage of 
gonadal development and were not 
capable of differentiating into male or 
female types. The neuter character of 
these tumours is further supported by 
their lack of hormonal activity. The 
authors consider that the occasional 
occurrence of mixed tumours, such as 
dysgerminomata containing  chorio- 
carcinoma or teratomatous elements, 
suggests that the cell of origin is a 
totipotent cell of the primitive gonadal 
mesenchyme capable of differentiating 
in any direction. Of 427 cases of dys- 
germinoma reported in the literature 
11 were first recognized during preg- 
nancy, and 72% occurred before the 
age of thirty years. Four of the five 
patients of this reported series died 
within two years after operation, and 
death was due to widespread recurrence 
of growth. The authors consider that 
dysgerminoma is a growth of high 
malignant potentiality and that local 
removal of the tumour is inadequate. 
Radical pelvic surgery followed by deep 
X-ray therapy is recommended by them. 


Pregnancy in Addison’s Disease. 


C. F. Ro.iuann, J. D. MATTHEWS AND 
G. D. Marruew (J. Obst. &€ Gynec. 
Brit. Emp., February, 1953) state that 
in twenty years only two women with 
Addison’s disease have been delivered 
at the Simpson Memorial Pavilion in 


Edinburgh. - In reporting one of these 
cases, they point out the_ serious 
hazards these patients face. In the 
first trimester vomiting may induce 


an Addisonian crisis; during labour the 
stresses of physical exertion, hsmor- 
rhage, pain and anesthesia are 
inadequately borne; in the early puer- 
perium the physiological diuresis and 
excretion of sodium may again promote 
an Addisonian crisis. In cases due to 
tuberculous destruction of the adrenals 
there is danger of exacerbation or 
spread of the infection. In the case 
reported the patient had not been in 
good health prior to pregnancy despite 
maintenance therapy with DCA and 
salt. When cortisone was used she 
improved to such an extent that her 
pregnancy was no cause for anxiety. 
Under the influence of cortisone there 
was a decrease in the tendency to 
hypoglycemia. After the twenty- 
seventh week the requirements of DCA 
decreased; the authors suggest that 
this was due to the increased secretion 
of progesterone and cestrogens in the 
latter half of pregnancy, inducing 
sodium retention. The rise in preg- 
nanediol excretion which coincided with 
the fall in DCA requirements, as well 
as the increased DCA requirements fol- 
lowing delivery, supports this conten- 
tion. The labour was normal and 
conducted without anesthetic or 
analgesic drugs. The development of 
the infant was normal, and mother and 
child were in good health one year 
after delivery. 
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LXX. 
SEBORRHGIC DERMATITIS. 





THE scalp is the birth-place of all the manifestations of 
seborrheic dermatitis. In the mildest form, fine whitish 
scales are present, which tend to fall off the scalp of their 
own accord, or which can be very easily removed with 
forceps, in either case leaving areas on the scalp without 
redness and ‘apparently normal. This phase, known as 
pityriasis capitis or dandruff, may persist indefinitely. 


However, in a small percentage of cases the condition 
progresses, larger, often greasy, scales forming, and 
erythema develops over small areas or over the whole of 
the scalp. This inflammatory process may then extend 
beyond the hairy margins of the scalp onto the glabrous 
skin, producing a pink greasy scaling area. The forehead, 
the lateral margins of the cheeks and the retroauricular 
areas are the commonest sites involved. On the trunk, the 
sternal and interscapular areas show the most characteristic 
glabrous skin lesions. Surrounding the follicles are tiny 
scales, removal of which reveals pinkish-yellow flat areas. 
Coalescence of these scaly macules leads to the production 
of large round or oval plaques with well-defined margins, 
often showing a central.tendency to regression. A yellowish 
tinge showing through the pink is commonly apparent. 
Greasy scales cover these areas, but there is no oozing of 
either serum or blood on their removal. In more severe 
cases large numbers of these plaque-like lesions form on 
the trunk, the upper parts of the arms and the thighs. Only 
exceptionally do similar lesions occur on the forearms and 
legs. 

Involvement of the axille, the submammary areas, the 
groins and the genitals may occur either in association with 
corporal lesions or separately. These lesions rapidly become 
red in colour and tend to be moist when they occur on 
opposed surfaces. In the axilla the apex is never spared, 
though the anterior and posterior axillary folds may be. The 
intertriginous forms occur most frequently in women, at 
the menopause. In exceptional cases generalization occurs 
with severe exfoliation, presenting a picture indistinguish- 
able from dermatitis exfoliativa of chemical or other origin. 
At any time secondary eczematization may occur, either 
from chemicals applied for treatment or from sensitization to 
organismal secondary infection. This process results in the 
formation of vesicles, rupture of the vesicles, exudation of 
serum and formation of crusts. 


It is therefore apparent that seborrheic dermatitis is a 
disorder in many forms and of very varying degrees of 
severity. 

Seborrheic dermatitis may occur in infancy, commencing 
with greasy crusted areas on the scalp, spreading to the 
cheeks, the flexures, the neck, the axilla and the groins. 
This infantile occurrence is probably associated with a 
temporary retention of maternal hormones. Infantile sebor- 
rheic dermatitis is prone to progress to.a stage identical 
with infantile eczema. Children as a group are free from 
seborrrheic dermatitis until puberty or very shortly before 
puberty, the appearance of pityriasis capitis being often the 
earliest sign of puberty. Many patients in whom the con- 
dition commences at puberty continue to be subject to life- 
long recurrences. In the majority of cases the condition 
does not commence before the age of twenty to thirty years, 
and it is quite common for the primary attack to occur in 
women in their fifties, after the menopause. 


Although more males than females suffer from pityriasis 
capitis, frank outbreaks of seborrheic dermatitis are more 
frequent in females. 

The etiology of seborrheic dermatitis is complex, and by 
no means are any of the reputed etiological factors con- 
clusively proven. As the condition commences at puberty, 
with the exception of the infantile variety, hormonal 
influence is obvious. At puberty the pilo-sebaceous system 
becomes under the influence of the androgens much more 
active. There is a great increase in the output of sebum, 
and concurrently a change in its quality. In the majority 
of cases this change is only moderate, but in a minority the 
secretion of the sebaceous glands is excessive and leads to 
a state known as the “seborrheic state”. This state is fre- 
quently hereditary and sets the stage on which seborrheic 
dermatitis may rear its angry head. Excess of androgens 


with a relative diminution of cestrogens operating in the 
presence of the seborrheic state partly explains the fre- 
quency of primary attacks in the female immediately after 
the menopause. 


In the scales of pityriasis and in the greasy scales of 
seborrhea corporis the yeast-like organism known as the 
Pityrosporon ovale is easily demonstrated microscopically. 
Unna considered that this organism was causative, but 
current opinion holds that this organism, which flourishes 
in the seborrheic state, has but a small part if any in the 
production of an outbreak of seborrheic dermatitis. The 
Staphylococcus albus, the Staphylococcus aureus and the 
Streptococcus pyogenes are also easily demonstrated, but 
must be regarded as secondary invaders. 


Excessive intake of carbohydrate and of fat is also held 
blameworthy. Whilst it is an undoubted fact that the fats 
of the cocoa bean, the pig and cheese have a nefarious effect 
on seborrheic dermatitis, it is difficult to imagine them as 
sole causal factors. Environmental factors such as hot 
humid climates also play their part, as is exemplified by the 
abnormally high incidence met with in troops in the Pacific 
campaigns. Psychological factors undoubtedly influence the 
overall position. Most patients are extremely sensitive about 
their eruption, and in many cases some shock, the loss of a 
job or feelings of unwantedness appear to act as precipitants. 
It must be stressed that the easy way of escape of blaming 
Fo nerves” for eres dermatitis is not to be lightly 
taken. 


Diagnosis. ‘ 

Seborrheic dermatitis requires to be differentiated from 
contact dermatitis, eczema, pityriasis rosea, fungous infec- 
tions and psoriasis. All patients with seborrheic dermatitis 
show a greater or less degree of pityriasis capitis, but 
unfortunately this condition may also present in association 
with any other dermatosis. 

Seborrheic dermatitis in its uncomplicated phase shows 
a distinct predilection for the following sites: the forehead, 
the retroauricular areas, the cheeks, the sides of the neck, 
the interscapular areas and the intertriginous areas. The 
yellowish-pink greasy plaques, neither vesicular nor oozing 
and with no palpable infiltration, are characteristic, whereas 
in contact dermatitis the face and limbs are commonly 
affected, and if the condition is more than of mild type some 
vesiculation and oozing will be present. 


The patient’s occupation and history of contacts should 
lead to a solution. 

‘In disseminated neurodermatitis or nummular eczema 
multiple erythematous coin-shaped lesions are present, 
elevated at their margins and showing vesiculation and 
crusting. These lesions may occur anywhere, but most 
commonly they occur in the limbs and rarely on the face. 


Pityriasis rosea typically presents with an initial oval 
pinkish plaque five to ten millimetres in length in its longest 
diameter, having a collarette of fine dry scale and a slightly 
yellowish centre. This primary lesion, known as “the herald 
spot”, almost invariably occurs on the trunk. Some ten to 
fourteen days later multiple similar lesions rapidly evolve 
on the trunk and on the upper parts of the thighs. Excep- 
tionally the efflorescence involves the upper parts of the 
arms and the sides of the neck. The face is almost never 
affected—a very important point in differential diagnosis. 
As the primary lesion is symptomless, it may not be noticed 
if it is on the back. "When fully evolved, the lesions lack 
the greasiness of seborrheic dermatitis and tend to form 
an angle towards the mid-line from the sides. Examination 
in a transverse light shows fine central crenation of the 
lesions. The dramatic sudden evolution is characteristic. 


Fungous infections of the scalp occur in the child before 
puberty. The affected areas are circinate, and in them are 
many broken stumps of hairs, with dry relatively adherent 
seales and a greater or lesser degree of erythema. Micro- 
scopic examination of the hairs will reveal abundance of 
fungus. Examination under Wood’s light will show the 
characteristic green fluorescence of ringworm, which is 
absent in pityriasis capitis. On the glabrous skin the lesions 
of fungal origin are redder than those of seborrheic derma- 
titis, and “have well defined spreading edges and healing 
centres. Here again microscopic examination of a scraping 
from a lesion will clinch the diagnosis. Monilial infections 
simulate the intertriginous varieties of seborrheic dema- 
titis, particularly in the submammary areas of obese women. 
However, it is not infrequent to find that true seborrheic 
dermatitis becomes secondarily infected with Monilia. The 
aid of the microscope is again needed. 


Psoriasis of the scalp occurs in circumscribed areas, 
thickly covered with dry silvery scales. On the limbs the 
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lesions of psoriasis tend to affect the extensor surfaces, but 
have no consistent pattern on the trunk. Grattage with a 
blunt curette will readily remove the non-greasy scales, and 
the base of the lesion will show the minute pin-point hemor- 
rhages characteristic of psoriasis but not found in sebor- 
rheic dermatitis. 

However, in a small number of cases undoubted sebor- 
rheic dermatitis may evolve into classical psoriasis. 


Treatment. 


General Measures. 


No specific remedy is known for seborrheic dermatitis. 
Intramuscular injections of 2:0 mils of crude liver extract 
every second day are often valuable, particularly in the 
treatment of the intertriginous variety seen in women after 
the menopause. This form of therapy should always be 
given a trial. In rapidly evolving seborrheic dermatitis 
tending to become generalized, daily intravenous injections 
of 0°5 gramme of sodium thiosulphate in 5:0 mils of distilled 
water have a very definite value. Those patients in whom 
pruritus is a prominent symptom are helped by intravenous 
injections of “Calcibronat” (Sandoz). This product is to be 
preferred to sodium thiosulphate for them. <A few cases 
occur in which intravenous therapy is very difficult or 
impossible; in these intramuscular injections of calcium 
gluconate can be used, in doses of from five to ten mils 
per day. 

With ali the above-mentioned measures, as resolution 
begins to occur the frequency of administration is gradually 
reduced. 

Patients presenting obvious pyogenic secondary infection 
require the exhibition of an antibiotic or combination of 
antibiotics. When it is at all possible, it is best to have a 
bacteriological investigation made to determine what patho- 
gens are present, and to determine their sensitivities to the 
various antibiotics. According to the results of the bacterio- 
logical investigation, an adequate dose of one or more anti- 
biotics should be given. Small doses will be useless thera- 
peutically and will almost certainly produce strains of 
organisms resistant to antibiotics. Should the patient 
present with the condition in a very acute infected phase, 
cultures should be commenced for later information, and 
then some particular antibiotic given in high dosage. If 
no improvement is noted in twenty-four hours, some other 
antibiotic is substituted until accurate sensitivity results are 
available. 

Hormonal therapy is disappointing, except for the 
occasional value of cestrogen in the treatment of women 
after the menopause. Patients with the condition in a 
chronic form are sometimes helped by the exhibition of 
tablets of thyroid (British Pharmacopecia) in doses of 30 
to 60 milligrammes daily. 

Patients who have the condition in an acute form with 
rapidly spreading lesions are greatly comforted by immersion 
in warm saline baths once or twice daily. These baths help 
to remove debris and also have an antipruritic effect. A 
normal saline bath can be approximated by the use of 
domestic units of measure by adding one ounce of common 
kitchen salt to each gallon of water required. 

Diet.—The fats of the pig, cheese and any derivative of 
the cocoa bean are prohibited, as are alcohol and strong 
condiments. The intake of carbohydrates should be 
restricted, but that of protein in the form of lean meat 
other than of pig origin should be encouraged. 

Clothing.—Wool worn next to the skin is evil to these 
patients; however, it is often remarkably difficult to prise 
away woollen underclothing from middle-aged and elderly 
patients. 

Local Treatment. 


As the scalp is always involved, it is here that some form 
of local therapy must be employed. The milder varieties 
of the disease are best treated by non-depositing lotions 
such as the following: 


Hydraroyrt Perchtortdst .....ecececces 0-1 gramme 
Bn JUDAS TOE AOE a eer 5-0 grammes 
Fe os pana AE OCT OE Ce 5:0 grammes 
Spiritus Vini Methylatus ........cccceee ad 100 mils 


To this basic formula may be added: (i) if the scalp is dry, 
five to ten mils of castor oil, (ii) if the scalp is greasy, five 
to ten mils of ether. 


More severe types of the disease require the exhibition 
of inorganic sulphur in an ointment, for example: pre- 
cipitated sulphur 2°0 to 3:0 grammes, salicylic acid 2°0 to 
3-0 grammes, soft paraffin to 100°0 grammes. As a base, 
barrier cream or “Dermabase” may be substituted. 





In very severe cases the hair requires to be clipped short, 
and this should be followed by frequent soakings with warm 
normal saline until the acute inflammatory stage is over. 
The mild antiseptic lotions, such as 1 in 1000 “Zephiran” 
solution, can be used till the scalp is almost free from 
erythema. Then the sulphur and salicylic acid ointment sug- 
gested above can be employed. 

An infinity of formule have been advocated for the local 
treatment of scborrhea capitis; but it will be found that 
the intelligent use of the above-mentioned formule will 
suffice for the vast majority of cases. 

The application of keratolytics in strong concentration 
will always lead to disaster. 

The local treatment of the glabrous skin lesions should 
follow the standard dermatological practice of attempting 
to allay the inflammatory process and not to exacerbate the 
condition by ill-judged attempts to use strong applications. 
Acutely inflamed areas should primarily be treated with wet 
dressings. A few layers of gauze saturated frequently with 
either normal saline or Burow’s solution will be found most 
comforting, and as soon as the most acute stage has passed 
the following lotion will further resolution: 


Liquoris Picis Carbonatis ........cccecees 2:0 mils 
Liquoris Plumbi Subacetatis Fortis ........ 2°0 mils 
pe eee re ee 2-0 grammes 
MED asi va he etn dt etka Seanchs ad 100°0 mils 


Frequently dry scaling areas without much erythema will 
present and persist. This condition should be treated with 
the sulphur and salicylic acid ointment suggested for the 
scalp, or with the following tar cream: crude coal tar 2-0 
mils, salicylic acid 2:0 grammes, soft paraffin to 100°0 
grammes. If the areas persist in a mild erythematous con- 
dition, then “shake” lotions such as calamine lotion to which 
is added a 2% solution of Liquon Picis Carbonatis, or pre- 
cipitated sulphur (2%) can be used. Should there be any 
superficial splitting, a calamine cream such as the following 
is useful: zinc oxide 10:0 grammes, calamine 10:0 grammes, 
olive oil 40-0 mils, lime water 40-0 mils. To this may be 
added antipruritics such as carbolic acid (1%). 

In severe intertriginous affections at times oozing con- 
tinues in spite of the foregoing measures, and in these 
cases painting with 1% to 2% gentian violet in water will 
often succeed. 

Patients with chronic retroauricular seborrheic dermatitis 
are greatly helped by applications of “Cremor Vioform” 
(Ciba) three times a day. 

For very recalcitrant areas including the scalp, super- 
ficial X-ray therapy in doses of 75r to 100r given weekly up 
to totals of 5007, may be needed. 

R. C. E. Bropip, 
Melbourne. 
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Wevical Societies. 


MELBOURNE PASDIATRIC SOCIETY. 





A MEETING of the Melbourne Pediatric- Society was held 
at the Children’s Hospital, Melbourne, on February 11, 1953. 


Cysts of the Kidney. 


Dr. F. DouGcitas STEPHENS described the case history of a 
boy, aged two years, who had been admitted to the Children’s 
Hospital because of vomiting for three days and slight 
pyrexia. He had been perfectly well until the onset of this 
illness. On examination of the child a huge abdominal 
tumour was palpable in the left loin. It was rounded, firm 
and smooth. The mass filled the loin and moved with 
respiration and extended to the mid-line of the body. The 
descending colon could be seen medial to it, having been 
displaced to the mid-line by the mass. It was not trans- 
illuminated, and the urine was clear. A plain skiagram 
showed no calcification in the mass and no evidence of 
secondary deposits in the lung fields. The pre-operative 
diagnosis rested between a large hydronephrosis and a 
Wilms tumour, the latter being considered the more likely 
diagnosis. 

The left kidney was exposed through a long left para- 
median incision. A normal-sized right kidney was then 
palpated, and after removal of the tumour the kidney was 
inspected and found to be normal in appearance. The 
tumour having been exposed, it was needled, and old blood- 
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stained fluid and also a little clear fluid were aspirated. 
The mass arose from the lower half of the kidney, and the 
line of transition between the upper pole and the mass was 
indefinite. A nephrectomy was performed. The specimen 
was a multilocular cyst measuring 13 centimetres in 
diameter and weighing 917 grammes, enclosed in a false 
capsule of compressed kidney tissue, replacing the lower 
two-thirds of the left kidney. The cysts varied in size from 
a few millimetres to six centimetres in diameter and con- 
tained clear fluid. The lining was a single layer of flattened 
epithelium with delicate connecting tissue between the cysts. 
The ureter was of normal calibre, and the middle calyx 
was flattened by compression. 

Dr. Stephens said that the mass was thought pre- 
operatively to be a Wilms tumour. In accordance with the 
teaching of Gross, whose results were the best yet published, 
resident medical officers were dissuaded from unnecessary 
palpation of the tumour. It was considered that palpation 
and squeezing of a Wilms tumour probably encouraged 
the spread of metastases. A right upper paramedian incision 
with a transperitoneal approach was chosen in the present 
case so that a very long incision could be made and so that 
the right kidney could be palpated prior to removal of the 
left one. 

Further radiological investigation was not carried out 
because it was felt that, whatever the findings, a renal 
tumour could not be excluded entirely and exploration 
would be necessary. That course would prevent delay in 
removal of the tumour. 

Following operation three weeks previously the child had 
made an uninterrupted recovery. 


Dr. Stephens then discussed renal cysts. He said that 
renal cysts were probably malformations of the various 
components of the kidney structure, which was formed from 
two structures: (i) The ureteric outgrowth from the Wolffian 
duct, which formed the ureter, pelvis, calyces, collecting 
tubules and distal convoluted tubules; cysts formed from 
those structures might be lined by a thick wall similar to 
the pelvis or might be in communication with a calyx, thus 
containing urine and perhaps calculi. (ii) The metanephric 
blastema which formed (a) the vascular tuft and the 
glomerulus and (b) the proximal tubule. 


Aitiology. 


Discussing the etiology of the condition, Dr. Stephens 
said that Hildebrandt (1894) had considered that polycystic 
kidneys were due to failure of fusion of the metanephric 
tubules and those derived from the Wolffian’ duct. 
Kampmeier (1923) had enunciated the theory that cyst 
formation occurred in the early proximal tubules which 
should normally undergo degeneration. There was little 
evidence, however, to indicate that the early tubules did in 
fact degenerate in the normal kidney. Lambert (1947) had 
studied by serial section the polycystic disease of infants 
and adults. He had reconstructed the specimens from the 
sections and shown that the cystic dilatations of the kidneys 
of patients who died in infancy were blind cysts of the 
blastemic tubules, with and without glomeruli, whereas the 
adult variety had blind cysts, but also cystic dilatations of 
the tubules which communicated with the collecting tubules, 
thus permitting continued function in the glomeruli. The 
infant polycystic kidneys were unrecognizable in shape, 
owing to the irregularity of the size of the cysts, some being 
large and others small; whereas the adult variety was 
composed of myriads of small cysts, and the kidney retained 
its usual shape. In Lambert’s study he-had been able to 
show all forms of cystic dilatations in the proximal tubules. 


Dr. Stephens said that if those blind cystic dilatations 
occurred as multiple bilateral forms, it was understandable 
that they could occur as unilateral deformities. They might 
be single or multiple or might occur in clusters forming 
multilocular cysts. Such cysts formed in any part of the 
kidney and grew to any size, thinning out the normal kidney 
tissue as a false capsule, which made the demarcation line 
between cyst and kidney indefinite. The dilatation and 
cyst formation in the absence of glomeruli was due to the 
secretory function of the epithelium of the proximal tubules. 
The particular characteristic of the cysts was that by their 
size they might displace the ureter from its normal position 
and by pressure flatten out the adjacent calyces. Radio- 
graphic findings showing those two signs might suggest 
the condition as a pre-operative finding, but that was by 
no means conclusive. 

The other forms of multicystic disease of the kidney were 
due to cystic dilatation of Bowman’s capsule. The kidney 
cortex was riddled with tiny blind cysts lined by several 
layers of epithelium and containing the capillary tuft in 
its wall. Those were very rare and occurred in infancy. 


In conclusion, Dr. Stephens demonstrated a pyelogram, 
which showed displacement of the kidney by an extrarenal 
cystic collection of fluid related to obstruction of the uretero- 
pelvic junction which caused a massive hydronephrosis. 
At operation the cystic collection had been found to contain 
about half a pint of fluid and to be between the layers of 
the renal fascia outside the capsule of the kidney. Nephrec- 
tomy and drainage of the extrarenal fluid cured the patient, 


whose age was then under one year. 


Dr. REGINALD Wesster discussed the pathology of renal 
tumours with special reference to nephroblastomata. The 
discussion was illustrated by means of projections of macro- 


scopic and microscopic specimens. 


Peediatric Services in the United Kingdom. 


Str ALLEN DaLey spoke on pediaric services under the 
National Health Scheme in the United Kingdom. In intro- 
ducing the subject, he said that he would comment on the 
curative and preventive pediatric services and the training 
of pediatricians. 


Curative Services. 


The curative services were mostly administered by general 
practitioners and by the municipal hospitals which had 
attached children’s wards. Those had been extended in the 
new service. In the United Kingdom maternity hospitals 
of any size had a pediatrician attached. The remainder of 
the curative pzdiatric services was administered by the 
voluntary children’s hospitals and pediatric units in the 
great teaching hospitals. Most university towns had a 
children’s hospital as part of the system for teaching under- 
graduates and post-graduates. There was usually a central 
general hospital with special hospitals including a children’s 
hospital on the same campus. The fever hospitals could be 
included in the curative pediatric service as they dealt 
mostly with children. The current opinion was against the 
old five to six hundred bed fever hospital. One hundred bed 
fever units were now preferred. In those specialists could 
be trained and the remainder of the beds kept for general 
patients with the proviso that they could be turned over 
to the care of fever patients at short notice during epidemics. 


Preventive Services. 


Sir Allen Daley then discussed preventive pediatric 
services. He said that the health visitors were very impor- 
tant members of the service. They were trained nurses with 
special training in care of children, public health and social 
welfare, and were most important as liaison officers between 
hospital and the home. They worked in conjunction with 
the almoners. 

Infant welfare clinics functioned similarly to those in 
Australia. 


School Services. 

Sir Allen Daley said that school services had developed 
originally because of the large number of rejectees during 
the time of the South African War on grounds of ill-health. 
That had stimulated an awareness of the need to guard the 
health of the school child, and at present the school health 
service was very comprehensive and included clinics for 
ophthalmic ailments, ear, nose and throat ailments, tonsils 
and adenoids, and minor ailments. Ringworm of the scalp 
was now almost extinct amongst school children in London 
as a result of school health surveys. The surveys were 
arranged so that there would be minimal interference with 
schooling. 

In 1925 a register was commenced of all children who had 
been absent from school for more than three months. That 
revealed that the greatest number of the absentees were 
sufferers from juvenile rheumatism. As a result rheumatism 
clinics were commenced. Later special hospitals were set 
up to manage the more seriously ill children. From those 
hospitals they were referred back to the rheumatic clinics. 
At the commencement of the scheme the hospitals contained 
800 beds; now most of them contained 200 beds. Sulphon- 
amides and penicillin were used for prophylaxis and pre- 
vention of relapses in children suffering from rheumatic 
heart disease. To date the results were equivocal. 

School children were weighed and measured every six 
months to observe if there was weight loss or inadequate 
weight gain. Trained observers made clinical assessments 
of the nutritional state of school children from time to time. 


Special Schools. 


Special schools were numerous and included schools for 
the physically handicapped. When first established they 





ee a ee a ee 


—_ @ ob 

















JuLty 11, 1953 


THE MEDICAL JOURNAL OF AUSTRALIA 





had dealt mostly with children suffering from orthopedic 
conditions, such as osteomyelitis and tuberculous bone 
disease. Now most of the children attending them were 
cardiac cripples. The children were examined at intervals 
by skilled cardiologists, who were able to discriminate 
between those suffering from rheumatic heart disease and 
those .with functional disorders. 

At schools for the blind and partially blind (the partially 
blind included myopics) the children were given special 
books and issued with spectacles. Advice was given on 
occupations suitable to them. It was previously thought 
that myopia was due to close work, but it was now con- 
sidered to be largely nutritional in origin. Many myopics 
could now go to classes for normal children and use mag- 
nifying glasses. It was significant that there was an 
increasing number of children suffering from retrolental 
fibroplasia attending the schools. 


There were schools for the partially deaf and for the 
fully deaf. Whilst at schools for the partially deaf children 
were given hearing aids and instruction in speech. After 
they had reached a certain stage of improvement they were 
transferred to classes for normal children. A large number 
of children attending the schools for the fully deaf were 
congenital deaf mutes. Investigations were now being 
carried out on the effect of all virus diseases on the incidence 
of deaf-mutism. It was now considered that rubella was 
only one of several virus diseases causing congenital 
deformities, and a statement to that effect might be issued 
within a couple of years. 

At schools for delicate children, those attending included 
asthmatics, chronic bronchitics and anemic children. Special 
attention was given to open-air instruction, exercises and 
nutrition. There were also residential open-air schools. 
About 50% of children attending those schools improved. 

There were also schools for epileptics and for the mentally 
backward. 

Schools for diabetics had arisen during the war, when a 
register of diabetic children was established. The children 
were sent to special boarding schools, where as well as 
general education they received instruction in diabetes and 
its management. After a certain stage had been reached 
they returned home to attend schools for normal children. 
The system had been continued since the war. 


At schools for maladjusted children, those attending 
received attention from psychologists and officers specially 
trained in child guidance. After attendance at those schools 
they were sometimes boarded out. 


Hospital schools included schools for orthopedic patiezits, 
for rheumatic subjects and for children with chronic eye 
disorders, chronic skin diseases, and diseases of the chest. 
such as primary tuberculosis, bronchiectasis and asthma. 
In ali the hospital schools precautions were taken to avoid 
neglect of education. The children competed for scholar- 
ships and were encouraged to teach themselves. It was 
found that they did not compare unfavourably with normal 
children after discharge from the hospital schools. 


Infectious Diseases. 


Sir Allen Daley said that tuberculin sensitivity tests 
performed on school children indicated that the number of 
positive findings from sensitivity tests had decreased over 
the past few years. A B.C.G. vaccination was carried out 
when children were exposed to open tuberculous infection. 


Diphtheria had almost disappeared over the past few 
years. Investigaiors in London had discovered that the 
combined pertussis and diphtheria injections predisposed to 
poliomyelitis in the limb where the injection was given. 
That discovery had been made at about the same time as 
Dr. B. P. McCloskey’s similar findings in Melbourne. The 
injection of diphtheria toxoid alone did not appear to pre- 
dispose to poliomyelitis. It appeared advisable to immunize 
against diphtheria and whooping cough in the early months 
of life even when there was a poliomyelitis epidemic. Injec- 
tions seemed safe at that age. 


Antenatal Care. 


Briefly mentioning antenatal care, Sir Allen Daley said 
that every woman examined by the National .Health Service 
was tested for syphilis by the Wassermann and Kahn tests, 
and was also examined for blood grouping including the 
Rh factor. 


Training in Pediatrics. 

Sir Allen Daley then discussed training in pediatrics in 
the United Kingdom. He said that a special committee 
arranged by the Royal College of Physicians had recom- 


three 
months with a special paper at the final examination for 


mended undergraduate training in pediatrics for 
That suggestion had been rejected by London 
University, but had been accepted by Birmingham and 
several other medical schools. The training required for 
a specialized pediatrician included one year as a house 
physician and surgeon, one year’s work in a pathology 
department or at an adult hospital, one year as a registrar, 
and one to two years as a senior registrar. Membership 
of the Royal College of Physicians was required as a 
qualification. The diploma in child health was regarded as 
a diploma of public health or a diploma to be obtained 
by a general practitioner with an interest in pediatrics. It 
was not to be considered as a specialist’s qualification. The 
training of a pediatrician included training in both curative 
and preventive medicine and child health. Senior registrars 
worked for one to two half-days per week in the Department 
of Public Health, and on those days public health officers 
took their places in the hospitals as registrars. That 
reciprocal arrangement seemed to work satisfactorily. 


Infant Mortality. 
discussed the decrease in 


M.B., B.S. 


Sir Allen Daley then briefly 
infant mortality over the past fifty years. He said that 
the reduction in general infant mortality in the United 
Kingdom had been from 126 per 1000 live births to 26 per 
1000 live births. Deaths from infantile diarrhca had been 
reduced from 32 to three per 1000. Deaths from respiratory 
illnesses in infants had decreased from 28 to five per 1000, 
neonatal deaths from 40 to 17 per 1000, and deaths in 
premature infants from 18 to 4:6 per 1000. Stillbirths had 
decreased from 40 to 24 per 1000 live births. 

If an infant was more than four pounds in weight at 
birth and not more than six weeks premature, it appeared 
to do as well at home as in hospital. There had been little 
change in the mortality from birth injuries and congenital 
malformations, and that represented a serious challenge 
to investigators. There was insufficient knowledge at present 
on the cause of stillbirths and neonatal deaths. Three 
years previously in London a scheme had been started 
whereby every stillborn infant and every infant who had 
died in the neonatal period was subjected to extensive patho- 
logical and biochemical investigations either by the hospital 
pathology staff or, if the child had died at home, by the 
coroner’s pathologist. Payment was from a special research 
fund. The results gave quite a different picture from that 
provided by death certificates. 

Sir Allen Daley then demonstrated with the aid of pro- 
jected charts further details of infant mortality figures in 
the United Kingdom for the past fifty years. 

Dr. JoHN CortepatcH asked Sir Allen Daley 
schooling facilities to the age of five years. 

Sir Allen Daley replied that the minimum compulsory 
school age was five years. There were nursery schools for 
children between the ages of two and five years and day 
nurseries for children whose mothers worked. Most schools 
took children under the age of five years in special nursery 
classes. 

Dr. Colebatch then asked the recommended age for diph- 
theria immunization. 

Sir Allen Daley replied that five to six months was the 
recommended age. 

Dr. Rosert SoutTusy inquired 
children could not be commenced 
four months. 

Sir Allen Daley replied that there was no objection to 
that. Previously it had been common to immunize children 
from twelve to twenty-four months of age, but as a result 
of the recommendation that immunization should be com- 
menced earlier in life the age of six months had been 
arbitrarily chosen. It was advisable to complete diphtheria 
and whooping-cough immunization before the age of twelve 
months. At present the best sequence was being determined. 

Dr. M. L. Powe.u inquired about tetanus immunization in 
the United Kingdom. 

Sir Allen Daley replied that tetanus was an uncommon 
and was not considered a 


details of 


why immunization of 
at the age of three to 


disease in the United Kingdom 
serious menace. Physicians usually relied on anti-tetanus 
serum. 

Dr. Mary LANE asked for details on school meals and 


their caloric and component food values. 

Sir Allen Daley replied that the Oslo lunch type of meal 
was preferred; but although it was theoretically the best, 
it did not appeal greatly to school children. 

Dr. V. L. CoLiins inquired about the detection of deafness 
in early childhood. 
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In reply, Sir Allen Daley said that every child in London 
was subjected to group audiometric testing. About 10% 
failed in that test, and those children were retested in two 
weeks’ time, when 50% passed. Those who failed on that 
occasion were tested on a pure tone audiometer, and some 
of them managed to pass. The remainder then attended 
special clinics and were examined by experienced oto-rhino- 
laryngologists. Causes such as hypertrophied tonsils and 
adenoids Were then eliminated. At that stage the remainder 
were the truly partially deaf. They were sent to special 
classes and given individual hearing aids. If those were 
insufficient, the children were transferred to schools for 
the deaf and were taught lip-reading. Since the survey 
had commenced the incidence of deaf mutes had not 
appreciably declined. 


Dr. Collins then made inquiries on the details of health 
centres in the United Kingdom. 


Sir Allen Daley said that the aim of the health centres 
was to integrate preventive and curative medicine and 
proceeded to describe in detail two examples of modern 
recently constructed health centres. Under the same roof 
there were many facilities including infant welfare centre, 
physiotherapy and orthopeedic units, antenatal clinic, dental 
clinics, health visitors, general practitioners and specialists, 
to mention a few only. 





Dut of the ast. 





In this column will be published from time to time 
extracts, taken from medical journals, newspapers, official 
and historical records, diaries and so on, dealing with events 
connected with the early medical history of Australia. 





FOUL RIVERS.’ 
[Australian Medical Journal, 1875, page 155.] 





A DIRTY BIPED has been imprisoned an hour and fined £30 
for flinging ordure into the Yarra. It was very wrong of 
him to pollute a stream which was nice, pure enough for 
fish to live in, but there is something almost farcical in 
the indignation which has been poured upon the head of 
this misguided nightman, while so many sources of Yarra 
pollution still remain; what he threw in was homeopathic, 
compared with the millions of tons of foulness which is 
otherwise vomited into this rapidly choking river. The 
whole city, and most of its suburbs, make the Yarra their 
cesspool. Night and day, scores of filthy affluents help to 
swell its turbid flood, to shovel its bed, to poison its fish, 
and to make it the disseminator of disease. And yet we 
look on and discuss, with no result, different methods of 
disposing of town drainage. Indeed, a large number of 
persons openly advocate the use of this and any other 
river as the common sewer, and regard its “thick and slab” 
waters as an indication of commercial and therefore of social 
prosperity ... a pestilent exhalation shall be swept from 
the surface of a stream over a city in a single night, and 
thousands doomed to death, none the less certain because 
not immediate, for each of those sanitary provisions which, 
in a more advanced condition of mental progress, will prob- 
ably be regarded as the suprema lex, but which now 
unfortunately take only a subordinate place in legislation. 





Correspondence. 





PINK DISEASE. 





Sir: Many are the theories about the cause of pink disease, 
and numerous remedies have been used in the treatment of 
the same. For over twenty years I have treated my patients 
simply by eliminating milk from their diet and giving them 
extra vitamins. As soon as the milk is stopped they begin 
to improve. 


The only baby that I have lost was one on whom I tried 
the high salt diet. He developed gangrene of the buttocks 
within a few days and died a week after admission to 
hospital. 





1From the original in the Mitchell Library, Sydney. 


The last case that I treated was C.S., aged nine months. 
She had a history of being irritable for over a month with 
loss of appetite and a troublesome cough. She had vomited 
several times during the past week, especially when her 
mother tried to feed her. She had the typical indefinite rash, 
pink hands and feet, which were also swollen. The photo- 
phobia was most pronounced, and she had an attack of 
bronchitis as well. She was thin, fretful, only sleeping 
fitfully, and had lost four pounds since the beginning of her 
illness. She now weighed fourteen pounds. 


She was five weeks in hospital, being fed on mainly meat, 
fish, eggs, vegetables and fruit. She also had some carbo- 
hydrate food. She was discharged weighing seventeen 
pounds; she played with toys and slept well. She had no 
rash, but there was still some photophobia. 


We then gave her some whole milk, and she became cross 
and sleepless at once, she lost weight, and the rash 
reappeared. Twice subsequently we tried to give her 
separated milk, but the rash returned immediately. The 
weeks in between these experiments she was a happy 
child. She was then kept on a milk-free diet for over a 
month until she had regained her weight of eighteen pounds. 
Then we very gradually added milk to her diet. Except for 
the change in food, she was not given any treatment except 
“Pentavite”, seven minims, three times a day, and small 
doses of sodium phenobarbital as required. The photophobia 
took three months to disappear entirely. 

She is now fifteen months old, weighs twenty-four pounds 
and is a particularly healthy little girl. 

Yours, etc., 
ELLEN KENT-HUGHES. 

137 Faulkner Street, Armidale, 

New South Wales, 
June 23, 1953. 





COMPULSORY CHEST X-RAY EXAMINATIONS. 





Sir: I was very interested to read Dr. Maitland’s 
questions on page 791 in the correspondence columns of THE 
MEDICAL JOURNAL OF AUSTRALIA Of May 30, 1953. It will be 
even more interesting to read the answers (if any). 


It is apparent that the State Government feel that they 
have to do something at last. They are only too ready to 
avail themselves of the facilities offered by an organization 
which has shown far more initiative and organizing ability 
than they have themselves. 


It is, of course, more than likely that the considerable 
expenditure involved could be put to better use by pro- 
viding accommodation for the cases already discovered. 


It is certainly a wise general who surveys the battle 
ground before engaging the enemy; but there is another 
name for the general who looks for further trouble when 
he is unable to hold his present position. 

It is apparent that there are two ways of diagnosing 
tuberculosis; one is by more or less indiscriminate X-raying 
of the whole population. The second is by concentrating on 
those who show some symptoms which might be due to 
tuberculosis, those who are contacts, or otherwise exposed 
to some recognized risk. 

The second is by far the most logical and likely to be 
productive of more economical and efficient case finding. 

After all, tuberculosis has some symptoms and makes 
people sick. If it does not ‘cause a cough or ill-health in 
some form, it requires no treatment. 


The value of a single film in diagnosing active tubercu- 
losis is questionable enough. When the film is a miniature 
and the patients are not even stripped to the waist, I am 
irresistibly reminded of “Our Albert whom lion ate and 
him in his Sunday clothes too’. This glowing tribute to 
the digestive powers of the lion is apparently matched by 
the touching faith shown in the penetrating powers of the 
X rays. 

It will be very interesting to read the results of the present 
survey (if published) showing the approximate cost of the 
survey, the number of new cases of infectious tuberculosis 
discovered and their disposal. 

When the Commonwealth Government—after a proper 
period of retirement—presented the astonished world with 
its increased tuberculosis allowance and other allied benefits, 
it was anticipated that this would permit of early and free 
treatment for all cases of tuberculosis requiring it. 


It is now apparent that the policy of the Government is 
to limit these benefits to infectious cases. The most dis- 
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turbing aspect of this is that early active tuberculosis is 
commonly a closed infection or at least is negative for 
examination by direct smear—the only method which is 
commonly and readily available. These benefits are thus 
denied to the patients requiring treatment when they are 
most amenable to treatment. 

The housewife, even if infectious, is not eligible for any 
benefits unless her husband’s income averages less than 
about £15 a week. On such a salary and with a family to 
look after, she can scarcely afford to employ assistance in 
the house or to buy extra protective foods. 

Iso-nicotinic-acid-hydrazide, which is now recognized as 
one of the most potent drugs to combat the infection, is not 
yet included in the Pharmaceutical Benefits Act or included 
under the Pensioners’ Medical Scheme. 


The treatment of tuberculosis with drugs is so full of 
pitfalls and limitations, particularly as regards developing 
resistance to them, that the general practitioner is loath 
te use them. This generally results in the patients’ having 
no active treatment at all until institutional treatment is 
available. This, of course, may be many months, and it 
results in the disease becoming well established. 


There is a delay, sometimes amounting to months, even 
with infectious cases after the requisite forms have been 
filled in before payment of the tuberculosis allowance and 
free treatment under the Pensioner Medical Scheme is 
available to patients. 

The pitfalls of mass radiography are numerous. One very 
real drawback is that it is usually available only at pro- 
longed and irregular intervals. The patient who is X-rayed 
and found clear (apart from the few buttons, ‘falsies” et 
cetera) is reassured. He is generally not aware that 
although his X ray is clear today, it may show infection in 
a few weeks’ time. This is naturally not explained to the 
patient, and results in a sense of false security. He may 
sometimes, and does, disregard feelings of ill-health due to 
tuberculosis at a later date because he has previously been 
told that his X ray was clear. 


Although the risk attached to nursing’ tuberculosis 
patients is greatly exaggerated, there is a very real, and 
almost universal, fear of the disease. .This is the main 
problem in the treatment of the disease. Until this appre- 


hension is compensated for by offering increased salaries 
and more attractive living conditions, there is no prospect 
of fully staffing the present accommodation, let alone 
increased accommodation. 

This problem is recognized in staffing mental institutions, 
and until it is recognized in connexion with the treatment 
of tuberculosis, the staffing position will remain inadequate. 


Many hospitals, both city and country, have isolation 
wards or blocks. These are used for various purposes—staff 
quarters, store houses, junk houses, and even occasionally 
for what they were intended. The number of beds that 
could be made readily available for tuberculosis patients in 
these buildings must be considerable. 


There is now sufficient evidence to lay down a standard 
course of active treatment by drugs and rest in early cases 
requiring treatment which would give good results, and 
either remove the necessity for sanatorium treatment or at 
least shorten it considerably. 


There are other advantages in treating tuberculosis 
patients in accommodation available in district and general 
hospitals. 

Patients who have been treated in a sanatorium are 
usually looked at askance when they return to the bosom 
of their family and to their place of work. It is much the 
same attitude of mind that prevails in connexion with 
people who are treated in “mental” hospitals. A patient 
who is treated in a “mental” hospital, whether it is by shock 
treatment or sedation, is looked upon “as never being quite 
the same”, whereas if he has the same treatment in a 
general hospital, he is not looked upon as a “mental case” 
on his discharge from hospital. 


General hospitals have the added advantage that they 
are closer to relatives, and this is a very big factor in 
reconciling people to prolonged treatment. 


There is reliable evidence that early diagnosis of active 
tuberculosis is closely related to an increased survival rate 
from the infection. It would be far more logical to educate 
the public not to have their chests X-rayed every year as 
some authorities advise, but to have investigations carried 
out in the event of their developing such symptoms as 
lassitude, loss of weight, chronic cough et cetera. 





DISEASES NOTIFIED IN EACH STATE AND TERRITORY OF AUSTRALIA FOR THE WEEK ENDED JUNE 6, 1953.* 
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This plan would have the added advantage of concentrat- 
ing on those people who required treatment or at least 
reassurance and leaving the others to enjoy their good 
health undisturbed by unnecessary alarms and investigations. 


Yours, etc., 
Cessnock, B. SHort, M.B., B.S. 


New South Wales, 
June 26, 1953. 





jPost-Oraduate TGork. 





THE MELBOURNE PERMANENT POST-GRADUATE 
COMMITTEE. 


Courses in Ophthalmology and Pathology for 
D.O. Part Il. 


THE Ophthalmological Society of Australia has arranged 
to conduct a course of lectures in ophthalmology, suitable 
for candidates for Part II of the Diploma of Ophthalmology 
examination. These lectures will be held in conjunction 
with a course in the pathology of the eye, conducted by the 
Melbourne Permanent Post-Graduate Committee. The fee 
for the committee’s course will be £10 10s., payable to their 
office at 394 Albert Street, East Melbourne, C.2. 

The two courses will be held during July, August and 
September, averaging three or more sessions weekly, and a 
schedule incorporating both sets of lectures may be obtained 
from the Post-Graduate Committee, through whom all enrol- 
ments should be made as early as possible. 





THE POST-GRADUATE COMMITTEE IN MEDICINE IN 
THE UNIVERSITY OF SYDNEY. 





Clinical Meeting at Balmoral Naval Hospital. 


THE Post-Graduate Committee in Medicine in the 
University of Sydney announces that a clinical meeting will 
be held at the Balmoral Naval Hospital on Tuesday, August 
11, 1953, beginning at 2 p.m., when Professor A. H. Baldwin 
will speak on ‘Recent Developments in the Treatment and 
Control of Malaria”. Clinical cases will be shown after the 
lecture, and all members of the medical profession are 
invited to attend. 





Gustralian Medical Board Proceedings. 


TASMANIA. 








Tue following have been registered, pursuant to the pro- 
visions of the Medical Act, 1918, of Tasmania, as duly 
qualified medical practitioners: Newman, Neville Maurice, 
M.B., B.S., 1946 (Univ. Sydney), M.R.C.P. (London), 1951, 
D.C.H. (London), 1952; Constancean, Henri Rene Paul, M.B., 
B.S., 1953 (Univ. Melbourne); Barnes, David Thomas, M.B., 
B.S., 1950 (Univ. Adelaide); Robertson, Edward Graeme, 
M.B., B.S., 1927 (Univ. Melbourne), M.D., 1930 (Univ. Mel- 
bourne), F.R.A.C.P., 1938, F.R.C.P., 1946. 





Deaths. 


Tue following death has been announced: 
Henty.—Whitfield de Witt Henty, on June 21, 1953, at 
Malvern, Victoria. 





<i 
—— 


Wevical Appointments. 








The appointment of Dr. Emanuel Moses Rathouse as 
medical officer, Brisbane Chest Clinic, Department of Health 
and Home Affairs, has been confirmed in pursuance of the 
provisions of The Public Service Acts, 1922 to 1950, of 
Queensland. 


Dr. William John Arnold has been appointed a member 
of The Queensland Radium Institute, in pursuance of the 
provisions of The Health Acts, 1937 to 1949, of Queensland. 

Dr. Winston Sullivan Smith, of Melbourne, has been 
appointed Assistant Master of the Rotunda Hospital, Dublin. 





ominations and Elections. 





THE undermentioned has applied for election as a member 
of the New South Wales Branch of the British Medical 
Association: 

Soller, Karla, regional registration in Sofala District 
as defined in a proclamation in the New South Wales 
Government Gazette of July 25, 1952, District Hos- 
pital, Sofala, New South Wales. 


Diarp for the Wonth. 


JULY 13.—Victorian Branch, B.M.A.: Finance Subcommittee. 

JULY 14.—New South Wales Branch, B.M.A Executive and 
Finance Committee. 

JULY 14.—New South Wales Branch, B.M A.: Organization and 
Science Committee. 

JULY 15.—Western Australian Branch, B.M.A. : General 
Meeting. 

JULY 16.—Victorian Branch, B.M.A.: Executive Meeting. 

JULY 18.—Victorian Branch, B.M.A.: Country Branch Meeting. 

JULY 21.—New South Wales Branch, B.M.A.: Medical Politics 
Committee. 

Se 


MWedical Appointments: Important Motice. 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or 
with the Medical Secretary of the British Medical Association, 
Tavistock Square, London, -C.1 
New South Wales Branch (Medical Secretary, 135 Macquarie 

Street, Sydney): All contract practice appointments in 
New South Waies. 

Victorian Branch (Honorary Secretary, Medical Society Hall, 
East Melbourne): Associated Medical Services Limited ; 
all Institutes or Medical Dispensaries ; Australian Prudential 
Association, Proprietary, Limited; Federal Mutual Medical 
Benefit Society; Mutual National Provident Club; National 
Provident Association ; Hospital or other appointments out- 
side Victoria. 

Queensland Branch (Honorary Secretary, B.M.A. House, 225 
Wickham Terrace, Brisbane, B17): Brisbane Associated 
Friendly Societies’ Medical Institute; Bundaberg Medical 
Institute. Members accepting LODGE appointments and 
those desiring to accept appointments to any COUNTRY 
HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a copy of their Agreement to 
the Council before signing. 

South Australian Branch (Honorary Secretary, 178 North 
Terrace, Adelaide): All Contract Practice appointments in 
South Australia. 

Western Australian Branch (Honorary Secretary, 205 Saint 
George’s Terrace, Perth) : Norseman Hospital; all Contract 
Practice appointments in Western Australia. All govern- 
ment appointments with the exception of those of the 
Department of Public Health. 


Editorial Motices. 


MANuscriIPts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THE 
MEDICAL JOURNAL OF AUSTRALIA alone, unless the contrary be 
stated. 

All communications should be addressed to the Editor, THE 
MEDICAL JOURNAL OF AUSTRALIA, The Printing House, mer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2.) 

Members and subscribers are requested to notify the Manager, 
THE MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of journals unless such notification is received within one 
month. 

SUBSCRIPTION RATES.—Medical students and others not 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. The rate is £5 
per annum within Australia and the British Commonwealth of 
Nations, and £6 10s. per annum within America and foreign 
countries, payable in advance. 
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ILLUSTRATIONS TO THE ARTICLE BY IRVINE J. HUNTER. 


ILLUSTRATIONS TO THE ARTICLE BY A. R. H. DUGGAN. 





FIGurRE I. Figure Il. 











